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 Abstract 
Evaluating the psychofortology of adults recovering from a substance-use disorder has been 
identified as a research priority in South Africa. This is in line with calls from researchers in 
diverse fields of psychology for more attention to the resilience, strengths, resources and 
capacities of people. This study therefore aimed to explore and describe the coping resources, 
sense of coherence, happiness and satisfaction with life of adults recovering from a 
substance-use disorder within the Nelson Mandela Metropole.  
     The sample consisted of 99 voluntary participants from various managed recovery centres 
within the Nelson Mandela Metropole. Participants were given a package of questionnaires to 
complete under the supervision of the researcher. The assessment consisted of a biographical 
questionnaire and four standardized paper and pencil measures namely; the Coping 
Resources Inventory (CRI), the Sense of Coherence Scale (SOC-29), the Affectometer 2 
(AFM-2) and the Satisfaction with Life Scale (SWLS).       
     A quantitative, non-experimental exploratory-descriptive research method was used. Data 
was analysed using descriptive statistics and the Pearson product-moment correlation 
coefficient.  
    Key findings include the following: Results on the CRI revealed low average mean scores 
on both the Coping Resources Inventory and within all the five subscales. Results of the 
SOC-29 revealed a high average mean score for sense of coherence. Results of the AFM-2 
revealed that more positive affect than negative affect is present, resulting in happiness. 
Results of the SWLS revealed an average level of satisfaction with life, with most 
participants’ reporting neutral levels of satisfaction with life. There were significant positive 
correlations between the coping resources, sense of coherence, happiness and satisfaction 
with life of the sample. This implies that these constructs can be categorized under the sub-
 discipline of psychofortology. Overall, these findings emphasized the need for more research 
into adults recovering from a substance-use disorder.    
 
Key Words: Sense of coherence, coping resources, happiness, satisfaction with life, 
psychofortology, substance-use, recovery, and substance abuse.  
 
 
 
 
 
 
 
 
 
 
 
 
 
Chapter 1 
Introduction 
1.1 Introduction   
     In this chapter, the problem statement is discussed and the primary objectives of the study are 
outlined. Thereafter, a delineation of the chapters is provided.  
 
1.2 Problem Statement  
     Much research has been conducted on the topic of substance abuse and drug addiction (Arnott, 
2006; Ashdown, 2006; Blore, 2003; Pretorius, 2003; Weaver, Tuner & O’Dell, 2000); however, very 
little research focuses on variables which enhance recovery from substance addiction and substance use 
disorders. Substance dependency and drug addiction are sensitive issues for the individual and the 
communities involved. Users are often stereotyped as unemployed, criminal and facing inevitable death 
(Arnott, 2006; Einstein, 1975).  
     Globally, the United Nations Office on Drugs and Crime reported an increase in the use and abuse 
of illicit drugs (Parry, 1998; UNODC, 2011). Illicit drug use includes cannabis, amphetamines, ecstasy, 
cocaine, and opiates. This excludes the use of alcohol, as alcohol is a legal substance in most countries.  
Cannabis appears to be the most widely used illicit drug type worldwide, with over 203 million users 
(UNODC, 2011).  
     Africa has the highest demand for cannabis treatment globally (UNODC, 2011). This indicates that 
substance abuse is not just a global concern, but a very present threat to the African continent. Africa 
had the highest reports of methamphetamine trafficking in 2008, particularly West Africa (UNODC, 
2011).  
     The spread of HIV has been positively linked to drug use and alcohol abuse (Bisika et al., 2008; 
Deveau, 2008). Drug users are at higher risk of contracting HIV. One of the many effects of drug and 
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alcohol abuse is a lowering of one’s inhibitions and logical reasoning ability and subsequent increase in 
risk-taking behaviour (Bisika et al., 2008).   
     South Africa is not exempt from the drug epidemic that is sweeping through the globe. South Africa 
has undergone a major political and social transformation, and as trade with other African countries has 
opened up, so have the links to drug trafficking (Parry, 1998; UNODC, 2011).    
     To date, much of the available information regarding substance abuse in South Africa is obtained 
from research studies conducted in single locations, and occasionally supplemented with a national 
survey. Statistics from the South African Community Epidemiology Network on Drug Use 
(Plüddemann et al., 2010), provide clear evidence confirming that drug abuse and drug dependency are 
changing the social, psychological, legal and medical phenomena in South Africa.  
     According to statistics recorded in the first semester of 2010, alcohol was the dominant substance of 
abuse in South Africa (Plüddemann et al., 2010). The figures on alcohol abuse in South Africa have 
revealed that on average, South African consumers as a whole drink well over 5 billion litres of 
alcoholic beverages per year; this is predominately during weekend activities (Parry, 1998). Alcohol is 
the most commonly used legal drug consumed by South Africans. The highest consumed illegal drug is 
cannabis (Parry, 1998). 
     Similarly, in the Eastern Cape alcohol is reported to be the dominant substance of abuse, followed 
closely by cannabis (Plüddemann et al., 2010). According to Young and De Klerk (2008), the patterns 
of alcohol use in a well-known Eastern Cape university were found to be an emerging health concern, 
and had serious medical and social consequences.  
     The Eastern Cape has the highest percentage of road deaths in the country. Drinking and driving are 
cited as the main factor behind the road deaths in the Eastern Cape (Butler, 2009). More than 60% of 
people who died in transport-related injuries died as a result of positively tested alcohol levels in the 
bloodstream.   
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     Jacobs (2008) researched the problem of drug abuse in a high school in the northern areas of Port 
Elizabeth, and found alcohol to be the dominant substance of abuse. This was followed by cannabis, 
which was reported to be a substance utilized for special occasions. However, several students reported 
using cannabis on a daily basis (Jacobs, 2008).  
     According to Rocha-Silva (1998), research has shown that some of the most common reasons 
reported for drug use are mood, personal coping, social and interpersonal situations, habit and 
enjoyment (Parry, 1998). Research conducted by Sinha (2001) has established a significant link 
between stress and drug abuse. The notion that stress leads to drug abuse and relapse is not new. 
Research on drug or substance abuse has cited stress as a precipitating etiological variable leading to 
drug abuse in most studies. Although one cannot completely remove stress from everyday living, 
research needs to focus on positive future responses required to enhance a healthy lifestyle. The 
relatively new direction and orientation of psychology, known as positive psychology and 
psychofortology, explores positive, healthy lifestyles.  
     The positive psychology movement studies the sources of human strength and the foundations of the 
“good life” (Pavot & Diener, 1993, p. 164). Recovery programmes generally focus on personal 
fulfilment and wellbeing in each individual, rather than on mental illness as such (Brown & Lewis, 
1999). Both positive psychology and rehabilitation programmes share the same goal, which is the 
pursuit of wellbeing rather than the study of mental illness.  
     The field of health psychology has moved increasingly away from the pathogenic orientation of the 
Western medical model. This is the result of a growing body of research and related literature, which 
has urged a reassessment of the existing model of human development (Antonovsky, 1979, 1987, 1993, 
1996; Csikszentmihalyi & Csikszentmihalyi, 2006; Seligman, 2002, 2005; Seligman & 
Csikszentmihalyi, 2000; Wissing & Van Eeden, 1997).  
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     The focus has shifted away from sickness and weaknesses to the opposite side of that continuum, 
namely: psychological wellbeing and strengths. Positive psychology was founded by Martin Seligman 
(1998). It is an approach to human character strengths, virtues and situational themes that centre on 
what people do right and how they manage to do it (Seligman, 2002).  
     One focus of positive psychology is subjective wellbeing. This concept refers to a perceptual 
evaluation of one’s life – both cognitively and affectively – to perceive happiness. Perceived happiness 
can thus be defined as a state of many pleasant emotions and fewer unpleasant emotions (Diener, 1984, 
1994, 2000). An important aspect of positive psychology is the developing field of positive 
psychotherapy, which focuses on all the positive aspects of one’s individual ability to overcome life’s 
stressful situations (Seligman, 2005).  
     Psychofortology, which is the theoretical basis for this study, consists of coping and subjective 
wellbeing (Wissing & Van Eeden, 1997). Coping includes the constructs of coping resources and a 
sense of coherence, while subjective wellbeing comprises the constructs of happiness and satisfaction 
with life. According to Compton (2005), positive psychology can be described as psychological theory, 
research, and intervention techniques that aim to understand the positive, the adaptive and the 
emotionally fulfilling elements of human behaviour. Consequently, positive psychology focuses on 
what people do right and how they manage to keep doing it.  
     According to Lazarus (2003), psychologists have limited knowledge of what makes life worth 
living, especially under strenuous conditions that require an individual fight. This study will explore the 
psychofortology of adults recovering from a substance-use disorder. The specific aims of the study is 
now explored. 
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1.3 Primary Objectives of the Research 
Primary Aim 
 To explore and describe the psychofortology of adults recovering from a substance-use disorder 
in the Nelson Mandela Metropole.  
Secondary Aims 
1. To explore and describe the coping resources of adults recovering from a substance-use 
disorder. 
2. To explore and describe the sense of coherence of adults recovering from a substance-use 
disorder. 
3. To explore and describe the happiness of adults recovering from a substance-use disorder. 
4. To explore and describe the satisfaction with life of adults recovering from a substance-use 
disorder. 
5. To explore and describe the patterns of coping resources, sense of coherence, happiness and 
satisfaction with life of adults recovering from a substance-use disorder.  
 
1.4 Delineation of the Research 
     Chapter One introduces the present study, the problem statement and the primary objectives for the 
study. Chapter Two provides an understanding of the concept of positive psychology. Chapter Three is 
a description of psychofortology and the contextual background against which the research was 
conducted. Chapter Four describes all the various facets of a substance-use disorder. Chapter Five is an 
introspective look into the process of recovery. Chapter Six outlines the research design and 
methodology pertaining to the study. Chapter Seven presents the results and discussion, with regard to 
the aims of the study. Chapter Eight provides the conclusions based on the results of this study, as well 
as the limitations thereof. Recommendations for future studies are also discussed in this chapter. 
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1.5 Conclusion 
     In this chapter, the background and motivation for the study was provided and the specific aims of 
the study have been outlined. In the next chapter, positive psychology is discussed, with a specific 
focus on positive psychotherapy.  
 
Chapter 2 
 
Positive Psychology 
 
2.1     Introduction 
     This chapter explores the historical overview and origins of positive psychology and the 
evolutionary path that this branch of psychology has had to undergo. The concept of positive 
psychology, the different levels of positive psychology, the implications of positive psychology, and 
positive psychological outlook on substance-use disorders are all explored. The chapter explores the 
newly established positive psychotherapy, the relevant definitions and applications, followed by a 
discussion of character strengths, virtues and situational themes, as well as some criticisms thereof. The 
chapter concludes with psychofortology and its various components.  
 
2.2     Pathogenic Paradigm  
      The field of psychology has evolved from the original focus of its earlier forerunners: Wundt, 
James, Freud and Watson (Morris & Maisto, 2002). Through their findings, conclusions on human 
nature were generalized, based on the life experiences of the forerunners themselves, with the focus 
being on a pathological orientation. The 19th century was the starting point for the now independent 
discipline of psychology (Schultz & Schultz, 2004).  The early field of psychology focused on mental 
illness, to the extent that after World War II, exclusive attention was given to repairing a damaged 
mental state, making use of a diseased model of human functioning (Clarkson, 2005; Seligman, 2002, 
2005). Psychology may have had its origins in a pathogenic orientation, but in an ever evolving field, it 
is progressing into a relatively new direction toward health psychology, which is on the opposite side 
of the continuum. 
     This new movement is motivated by the attempt to grasp the essence and characteristics of 
psychological wellbeing. Antonovsky (1987) encouraged the health psychology movement with the 
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coining of the term ‘salutogenic orientation’, which focuses on the development of holistic health and 
an increased emphasis on health maintenance and the promotion of a healthy lifestyle. Antonovsky 
believed that as long as each individual has life, they are in some way considered as being healthy.            
     Antonovsky’s health-orientation focus evolved from his perception of ‘salutogenic’ thinking 
(Antonovsky, 1987).  The term Salutogenic is derived from its Greek origins simply meaning: health 
being produced (Strümpfer, 1990, 1995, 2005; Wissing & Van Eeden, 1997, 2002). Antonovsky 
petitioned for striving towards a healthy fulfilling lifestyle, which was an alternative focus for 
psychology in that era. 
     In order to avoid conceptual confusion, the domains ‘psychological health’ and ‘health psychology’ 
need to be clearly defined. Although the domains may overlap, in many research questions the nature 
of the focus is different. The concept of health psychology falls within the domain of its own 
introspecting influence of physical health or illness, which encompasses psycho-social risk factors. The 
concept of psychological health falls within the domain of psychofortology, and refers to aspects of 
strength and psychological wellbeing (Wissing & Van Eeden, 1997, 2002).     
     Health psychology is “an interdisciplinary field concerned with the application of psychological 
knowledge and techniques to health, illness and health care” (Marks et al., 2005, p. 8). Health 
psychology focuses on health promotion and maintenance, prevention and treatment, etiology, health 
care systems and the formulation of health policies (Taylor, 2006). Through the evolution of health 
psychology, Martin Seligman in 1998 launched the ‘positive psychology’ movement within the broadly 
established field of psychology (Seligman & Csikszentmihalyi, 2000). 
     Psychological health or psychological wellbeing refers to the achievement of one’s full 
psychological potential, a construct that is central to the humanistic tradition (Carr, 2004). Wellbeing is 
an overarching concern for every human being, group or society (Marks et al., 2005). Psychological 
wellbeing provides a much broader and more rounded context of wellbeing related to the psychological 
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and not the physical aspects of wellbeing (Linley & Joseph, 2004). For a full understanding of human 
health, it would encompass not only physical wellbeing, but also psychological and social flourishing 
(Ryff & Singer, 2005).  
     Strümpfer (1995), following in the footsteps of Antonovsky, argued that Antonovsky’s term 
‘salutogenesis’ should be broadened to refer to the origins of psychological strengths. This author 
proposed a more embracing and holistic view, as the paradigm of health psychology was limiting and 
impossible to measure. This author further established the term ‘fortigenesis’, stemming from the Latin 
word fortitude meaning “strength and courage in adversity or pain” (Strümpfer, 1995, p. 82). 
     Building on the foundations of Antonovsky’s research, Strümpfer’s research recognized that there 
was as yet no specific term or haven for the study of psychological strengths. The term 
‘psychofortology’ was later established by Wissing and Van Eeden (1997, p. 5). This study intends to 
better understand the experiences of adults recovering from a substance-use disorder within the context 
of psychofortology. Further exploration into the field of positive psychology follows in the next 
section.  
 
2.3     Positive Psychology 
     Positive psychology can be described as psychological theory, research, and intervention techniques 
that aim to understand the positive, the adaptive and the emotionally fulfilling elements of human 
behaviour (Compton, 2005). Consequently, positive psychology studies what people do right and how 
they manage to do it (Compton, 2005; Keyes & Haidt, 2003). During Seligman’s term as president of 
the American Psychological Association, the term positive psychology was established, with its many 
followers supporting its integration into the field of psychology. Seligman’s call for the positive 
psychological field received a highly enthusiastic response (Schultz & Schultz, 2004). The term was 
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focused on changing the roots of psychology to nurturing inner strengths and focusing on the positive 
qualities of life, deviating from illness and the negativity of its predecessors (Strümpfer, 2005).  
     According to Seligman and Csikszentmihalyi (2000), psychologists have limited knowledge of what 
makes life worth living, especially under the strenuous conditions that require an individual to fight and 
flourish. The term positive psychology may bear many different meanings for each individual 
psychologist within a therapeutic setting (Lazarus, 2003). Positive psychology is “about so-called 
positive versus negative emotions. To others, it is the personality resources and virtues that help people 
survive and flourish” (Lazarus, 2003, p. 93). 
      Assumptions have been made regarding the positive psychology paradigm. In some ways it is said 
to imply that all other psychology paths are negative; this is however, unintended and untrue 
(Compton, 2005; Keyes & Haidt, 2003). Positive psychology has been criticized by many for having its 
focus on patients that are not ill. The contention is that, those that are suffering an illness should receive 
preference over those who are well-adjusted. However, intensive research into the healthy, well-
adjusted lifestyles of others that have accomplished health, will promote positive psychological 
wellbeing and good character, and strengthen the idea that a healthy lifestyle can be cultivated by the 
use of the right interventions and tools (Peterson & Seligman, 2004).  
     In the treatment and prevention of mental illness, psychology must bring the building of strengths to 
the forefront; building strength is the most potent weapon in the therapeutic arsenal (Seligman, 2005). 
Health habits lie at the origin of our most prevalent disorders. This underscores more than ever the 
importance of modifying problematic health behaviour, such as smoking and alcohol consumption 
(Taylor, 2006). Positive psychotherapy intends to do just that, to modify negative problematic 
behaviours and thought patterns (Seligman, Rashid & Parks, 2006). More on positive psychotherapy is 
discussed in paragraph 2.4 of this chapter. There are many levels within positive psychology; and these 
levels are now explored. 
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2.3.1      Levels of Positive Psychology 
     The field of positive psychology is broad, with many components that contribute to its complexities. 
Positive psychology nurtures positive strengths; and it focuses on outcomes which attempt to make life 
more fulfilling. This goal however would require a lifetime commitment to a healthy lifestyle. Positive 
psychology can be differentiated into three levels that define its scope and promote a healthy lifestyle. 
These three levels are: positive subjective experiences, positive individual traits, and the group or 
societal level, which focuses on institutions that enable positive experiences (Compton, 2005; Peterson 
& Seligman, 2004; Seligman, 2005; Seligman & Csikszentmihalyi, 2000; Tan, 2006).  
     At the subjective level, positive emotions or positive subjective experiences, such as joy, optimism, 
hope and happiness are the focus. It is at this level that constructive cognitions of the future and the self 
are considered. Positive subjective states also include feelings of energy and confidence (Compton, 
2005; Tan, 2006). 
     At an individual level, positive psychology focuses on positive personal or individual traits, such as 
the enduring and persistent behaviour patterns seen in people over time. It is the study of positive 
psychological behavioural traits that define character strengths or virtues (These traits are discussed in 
more detail in paragraph 2.4.1), and includes the drive to pursue excellence. The capacity for love, 
persistence, honesty, forgiveness, and wisdom are some of the individual traits (Seligman, 2005). 
     Finally, at the group or societal level, positive psychology is concerned with civic duties. It is the 
development of positive institutions in communities that move individuals toward better citizenship 
(Compton, 2005). Group or societal traits, such as developing community responsibility, moderation 
(in substance use) and altruism fall within this domain (Compton, 2005; Seligman, 2005; Tan, 2006). 
Positive psychology has diverse interventions at each level of human functioning (Compton, 2005). In 
the following section the implications of positive psychology is discussed.  
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2.3.2      The Implications of Positive Psychology 
     Positive psychology has gained popularity in recent years. Significant developments in the field 
have emerged and among the developments are centres, courses and degrees, websites and a journal of 
positive psychology, which is currently being published quarterly (Compton, 2005; Tan, 2006). An 
international positive psychology summit is held yearly in Washington DC. This summit network 
supports over 50 research groups, totalling over 150 scientists from many universities around the 
world.      
     Positive psychology is praised for its optimistic view of patients, as it does not see patients as 
victims of intrapsychic and biological forces beyond their direct control, who are passive recipients of 
their own suffering. Happiness and wellbeing are the desired outcomes of positive psychology; and the 
patients alone have the ability to obtain this state of happiness (Linley, Joseph & Boniwell, 2003). 
Clinical psychologists historically have invested a substantial amount of research, effort and theory into 
failure rather than success (Maddux, 2002).  
     This ongoing infatuation with illness has only misled researchers from focusing on the individuals’ 
true efforts to change their circumstances. The focus has thus been on the causes of mental illness 
rather than upon restoring self-control and reducing the sense of helplessness (Crompton, 2005).  
     Lazarus (2003) stated that positive psychology is the individual’s engagement in positive thinking, 
and the abandonment of harsh and tragic preoccupations. This positive viewpoint is seen as the key to 
health and wellbeing. The implicit message brought across through the positive psychology movement 
is a call to separate the positive from the negative events in life. However, as these events cannot be 
entirely separated, it is preferred that one should make good sense of the two (Lazarus, 2003). For this 
reason, positive psychology has been criticised for being overly subjective.  
     Another important aspect of positive psychology is the understanding of the term homeostasis. 
Walter B. Cannon stated that all individuals strive towards homeostasis (Selye, 1957). This is the state 
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of balance and stability in which all organisms function effectively (Morris & Maisto, 2002).  
Homeostasis is a “term which refers to a state of equilibrium in which a person is not compelled to act 
in any specific way” (Compton, 2005, p. 34). Selye (1957, p. 11) described homeostasis as “the staying 
power of the body”. The motivation is then to achieve this state of homeostasis. The drive-reduction 
theory states that organisms and individuals are motivated to achieve this state of homeostasis, in order 
to reduce the body’s state of tension and arousal, and also to maintain a consistency within an ever- 
changing and demanding environment (Morris & Maisto, 2002).  
     Selye (1957) indicated that any change in this state of stability was the cause of disease. Disease is 
thus caused by stress in the body that disrupts the natural state of consistency. Individual behaviour and 
lifestyle are strong indicators of health (Brannon & Feist, 2000). 
     The focus of positive psychology is to promote healthy cognitive thought patterning, and to divert 
attention from mental illness, not just to ignore its effects, but rather to focus on positive thought. 
Positive thought patterning will aid in recovery from a mental illness, and to encourage and guide those 
who are already living a healthy lifestyle to maintain this state of homeostasis (Selye, 1957).    
     Peterson and Seligman (2004) researched a means of achieving this goal through developing and 
classifying human virtues and strengths. Positive psychology has classified six virtues and 24 character 
strengths, along with situational themes that enable human thriving, and help to maintain a state of 
homeostasis (Peterson & Seligman, 2004). These character strengths, virtues and situational themes are 
discussed in more detail in paragraph 2.4.1. A positive psychological outlook on substance-use 
disorders is now explored.  
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2.3.3      Positive Psychology and Substance-Use Disorders (SUDs) 
     Taylor and Sherman (2004) explored the adjustment to illness from a positive perspective; and they 
postulated the idea of meaning and positive growth in the wake of chronic and terminal illness. The 
idea that personal gain can be found in suffering is not new; however, the question is why some people 
thrive, while others do not (Linley, Joseph & Boniwell, 2003).  
     Positive psychology offers an introspective approach to helping patients change the quality of their 
experience by changing their activities and life patterns. This is achieved by modelling positive 
behaviours and successful outcomes (Csikszentmihalyi & Csikszentmihalyi, 2006). Although there is 
no specific positive psychotherapy for substance-use disorders, positive psychology and health 
psychology offer an alternative view on disorders that is worth exploring.  
     The central hypothesis around building strengths and the causes of clinical disorders is that certain 
strengths can buffer against the development of certain disorders. Strengths have been neglected for too 
long, both in research and in clinical practice (Linely & Harrington, 2006). The testing of these 
strengths requires measurement of the disorder itself across time, use, longitudinal and experimental 
studies (Seligman & Peterson, 2003). The present study seeks to explore the coping ability, the sense of 
coherence, happiness and satisfaction with life of adults recovering from a substance-use disorder via a 
positive psychological view which would be able to add to the growing field of positive psychology.   
     According to Taylor (2006), all health-compromising behaviours begin in early adolescence, and 
sometimes cluster together as part of a problem behaviour syndrome (within the present study the 
onset-age of drug use is explored). Positive psychology recognizes that there are psychological rewards 
to drinking: many consume substances simply to enhance their positive emotions and reduce any 
negative emotions. Garber and Seligman (1980) understood substance abuse to be a means of coping 
with stressful life circumstances; however, they also stated that this coping response may exacerbate 
the problem and, in turn then, it may itself become a problem. The consumption of intoxicating 
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substances is usually a poor problem-solving technique for the alleviation of potentially threatening 
situations in the individual’s life circumstances. However, what should be done when the problem-
solving behaviour is destructive to one’s health? A truly positive psychological perspective does not set 
one free from troubled circumstances, but should speak to the individual through them (Linley, Joseph 
& Boniwell, 2003). 
      Both positive psychology and substance abuse appear to share the same final result, namely, 
seeking positive emotions; however, substance abuse is a temporary positive emotion, while positive 
psychology seeks to make positive emotions a permanent change. The general stance of positive 
psychology is towards prevention, concentrating on people that are at risk for developing a disorder, 
and building their strengths to effectively equip them against psychological disorders (Seligman & 
Peterson, 2003).   
    This study focuses on discovering the psychofortology of adults recovering from a substance-use 
disorder within a recovery programme. As limited information is available on the positive spectrum of 
substance-use disorders and the road to recovery through treatment, this study intends to broaden and 
enlighten that outlook and create a path for further study in this field. The following section explores 
the concept of positive psychotherapy, its origins and its applications.  
 
2.4     Positive Psychotherapy (PPT) 
     For many years, psychotherapy has been, and still is, a professional relationship where clients could 
go to disclose their problem(s) with a counsellor. This approach has led to the curiosity of what causes 
illness. Thus, positive attributes were rarely the focus if at all and therefore, the result constitutes a lack 
in the discovery of enhancing human positives (Seligman, Rashid & Parks, 2006; Ryff & Singer, 
2005). Seligman (2005, p. 4) defined treatment as “not just fixing what is wrong; it is also building 
what is right”.  
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     Positive psychotherapy contrasts with standard interventions by increasing positive emotions, 
engagement and meaning, rather than focusing on problematic behaviours and thoughts. PPT was 
developed with the hypothesis that depression can be treated effectively, not only by reducing its 
negative symptoms, but also by directly and primarily building positive emotions, character strengths, 
and meaning. However, PPT may be an effective treatment for many disorders (Seligman, Rashid & 
Parks, 2006). In summary, PPT is an approach to treatment that is premised on the enhancement of 
positive traits, building strengths, and helping clients find untapped resources for positive change 
(Compton, 2005; Linley & Harrington, 2006). PPT is built on the theoretical understanding of 
Seligman’s conception of happiness. According to Seligman (2002), happiness could be conceived into 
three scientifically manageable components: positive emotions (the pleasant life), engagement (the 
engaged life), and meaning (the meaningful life).  
     The pleasant life consists of having a lot of positive emotions about the present, past and future, and 
learning the skills to amplify the intensity and duration of these emotions. Pleasant emotions are not the 
mere absence of depression and anxiety. They are buffers against depression; but they do not 
necessarily result in an overall positive outlook (Seligman, Rashid & Parks, 2006). PPT, through 
exercise, teaches one to savour experiences, such as eating, which in turn, will lead to an upward spiral 
of wellbeing. Pleasures, in general, are all defined by raw feelings (Seligman, Rashid & Parks, 2006). 
The pleasant life consists, then, of having as many pleasures as one can, and learning the necessary 
skills that amplify those pleasures in life (Csikszentmihalyi & Csikszentmihalyi, 2006).  
     The engaged life is the life that pursues engagement, involvement and absorption in activities, such 
as work, intimate relations, and leisure (Csikszentmihalyi & Csikszentmihalyi, 2006; Seligman, Rashid 
& Parks, 2006). According to PPT, engaging in pleasant activities makes time pass quickly, and 
complete attention is given to the activity at hand, allowing the sense of self to be lost momentarily 
(Seligman, Rashid & Parks, 2006).  
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     Seligman stated that one way to increase engagement in pleasurable activities is to identify one’s 
strengthens and highest talents. The discovery of these strengths and virtues is part of PPT, as well as 
finding opportunities to use these strengths, and teaching practical ways to use them in situations 
(Seligman, Rashid & Parks, 2006). Gratification in these activities that bring positive emotion cannot 
be obtained permanently or increased without developing strengths and virtues (Linley, Joseph, & 
Boniwell, 2003).  
     The meaningful life consists of using one’s signature strengths and talents to belong and serve 
something greater than oneself (Seligman, Rashid & Parks, 2006). Being affiliated to an institution 
larger than oneself, such as a church or club that encourages one to use one’s signature strengths and 
virtues, thereby creating meaning in one’s life (Jorgensen & Nafstad, 2004).    
     Seligman, Steen, Park and Peterson’s (2005) recent findings suggested that people reliably differ, 
according to the type of life they wish to pursue. Further, findings reveal that most satisfied people are 
those who orientate their pursuits towards all three conceptualizing levels of happiness, with 
engagement and meaning-in-life carrying the largest portion.   
     Peseschkian and Tritt (1998) assessed the effectiveness of positive psychotherapy; the findings 
revealed that PPT showed a distinct reduction of symptoms, as well as the improvement of depressed 
patients. The effectiveness of PPT could still be observed after five years. There was a significant 
improvement in patients who had participated in PPT, displaying fewer symptoms of depression.  
     Seligman, Rashid and Parks (2006) conducted two face-to-face studies, making use of PPT. The 
follow-up assessments that were within a year after therapy, revealed the following findings: PPT had 
substantial symptom relief that lasted a year after treatment, and participants scored within the non-
depressed range, compared to their counterparts who scored within the mild-to-moderate range. The 
second study indicated that PPT systematically enhanced positive emotions, engagement and meaning 
in life, resulting in an effective means to treat unipolar depression.  
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     An important aspect of PPT is the development of character strengths, virtues and situational 
themes. These conceptual levels, if nurtured, would promote psychological wellbeing. Character 
strengths, virtues and situational themes are now explored.      
 
2.4.1      Character Strengths, Virtues (CSV) and Situational Themes 
     Peterson and Seligman (2004) have developed a handbook of character strengths and virtues in 
which they posit that a good character can be motivated and cultivated with the correct psychological 
intervention. The handbook follows the example of the DSM, proposing a classification scheme and 
devising assessment strategies for each of its entries, with its focus on psychological health and not on 
psychological illness (Peterson & Seligman, 2004).  
     The handbook seeks to classify the various positive individual traits, and to provide a means of 
evaluating these traits. In keeping with the goal of positive psychology, the handbook focuses on what 
individuals do right and specifically on the strengths and virtues that nurture the good life.  
     The handbook distinguishes three conceptual levels, namely: virtues, character strengths and 
situational themes. Virtues are core instinctual characteristics that are valued by moral philosophers and 
religious thinkers. Historically, philosophers and religious thinkers have speculated that these virtues 
were necessary for the solving of tasks and the survival of the species (Peterson & Seligman, 2004). 
The six virtues are: wisdom, courage, humanity, justice, temperance, and transcendence (Table 1). 
     Character strengths define the virtues. Strengths have been a much-neglected topic in psychology 
(Linley & Harrington, 2006). They are the psychological ingredients, processes and mechanisms for 
displaying one or another of the virtues. There are 24 strengths that have been identified (Table 1). 
Strengths are “a naturally recurring pattern of thought, feeling, or behaviour that can be productively 
applied” (Linley & Harrington, 2006, p. 38).  
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     An individual displaying two of the strengths within a virtue is considered to have a good character. 
Research has revealed that there are remarkable similarities between the 24 character strengths of 
adults from various origins around the world and within the United States. The most common endorsed 
strengths recorded from 40 different countries are kindness, fairness, authenticity, gratitude, and open-
mindedness. The lesser strengths are prudence, modesty, and self-regulation.  
     Furthermore, a comparison between the strength profiles of U.S. adults and U.S. adolescents reveal 
an overall agreement on the rankings of strengths. However, hope, teamwork, and zest were more 
common among adolescents than in adults; while adults placed leadership, open-mindedness, 
authenticity and appreciation of beauty at a higher rank (Seligman et al., 2005). Strengths are 
considered a personality trait; for strengths are an integral part of one’s personality (Linley & 
Harrington, 2006).  
    According to Peterson and Seligman (2004), Table 1 displays the classifications of character 
strengths within the characteristics of the six virtues. These classifications are central to understanding 
human strengths (Aspinwall & Staudinger, 2003).  
Table 1 
Classifications of Character Strengths and Virtues (CSV)  
1. Wisdom and knowledge: Cognitive strengths that entail the acquisition and use of knowledge. 
Creativity (originality, ingenuity): Thinking of novel and productive ways to conceptualize and 
do things; includes artistic achievement, but is not limited to it.  
Curiosity (interest, novelty-seeking, open to experience): Taking an interest in ongoing 
experience for its own sake; finding subjects and topics fascinating; exploring and discovering.  
Open-mindedness (judgement, critical thinking): Thinking things through and examining them 
from all sides; not jumping to conclusions; being able to change one’s mind in light of evidence; 
weighing all evidence fairly. 
Love of learning: Mastering new skills, topics and bodies of knowledge, whether on one’s own or 
formally; obviously related to the strength of curiosity, but it goes beyond it to describe the 
tendency to add systematically to what one already knows. 
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Perspective (wisdom): Being able to provide wise counsel to others; having ways of looking at 
the world that make sense to oneself and to other people. 
2. Courage: Emotional strengths that involve the exercise of will to accomplish goals in the face of  
                 opposition: external or internal. 
Bravery (valour): Not shrinking from threat, challenge, difficulty, or pain; speaking up for what is 
right, even if there is opposition; acting on convictions even if unpopular; includes physical 
bravery, but is not limited to it. 
Persistence (perseverance, industriousness): Finishing what one starts; persisting in a course of 
action in spite of obstacles; “getting it out the door”, taking pleasure in completing tasks. 
Integrity (authenticity, honesty): Speaking the truth, but more broadly presenting oneself in a 
genuine way and acting in a sincere way; being without pretense; taking responsibility for one’s 
feelings and actions. 
Vitality (zest, enthusiasm, vigour, energy): Approaching life with excitement and energy, not 
doing things halfway or half-heartedly; living life as an adventure; feeling alive and activated.   
3. Humanity: Interpersonal strengths that involve tending and befriending others. 
Love: Valuing close relationships with others, in particular those in which sharing and caring are 
reciprocated; being close to people. 
Kindness (generosity, nurturance, care, compassion, altruistic love, “niceness”): Doing favours 
and good deeds for others; helping them; taking care of them.  
Social intelligence (emotional intelligence, personal intelligence): Being aware of the motives and 
feelings of other people and oneself; knowing what to do to fit into different social situations; 
knowing what makes other people tick. 
4. Justice: Civic strengths that underlie healthy community life. 
Citizenship (social responsibility, loyalty, teamwork): Working well as a member of a group or a 
team; being loyal to the group; doing one’s share. 
Fairness: Treating all people the same, according to notions of fairness and justice; not letting 
personal feelings bias decisions about others; giving everyone a fair chance. 
Leadership: Encouraging a group of which one is a member to get things done, and at the same 
time maintain good relations within the group; organizing group activities and seeing that they 
happen.  
5. Temperance: Strengths that protect against excess 
Forgiveness and mercy: Forgiving those who have done wrong; accepting the shortcomings of 
others; giving people a second chance; not being vengeful. 
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Humility/Modesty: Letting one’s accomplishments speak for themselves; not seeking the 
spotlight; not regarding oneself as being more special than one is. 
Prudence: Being careful about one’s choice; not taking undue risks; not saying or doing things 
that might later be regretted. 
Self-regulation (self-control): Regulating what one feels and does; being disciplined; controlling 
one’s appetites and emotions. 
6. Transcendence: Strengths that forge connections to the larger universe and provide meaning.  
Appreciation of beauty and excellence (awe, wonder, elevation): Noticing and appreciating 
beauty, excellence, and/or skilled performance in various domains of life, from nature to art to 
mathematics to science to everyday experience.  
Gratitude: Being aware of and thankful for the good things that happen; taking time to express 
thanks. 
Hope (optimism, future-mindedness, future orientation): Expecting the best in the future and 
working to achieve it; believing that a good future is something that can be brought about.  
Humour (playfulness): Liking to laugh and tease; bringing smiles to other people; seeing the light 
side; making (not necessarily telling) jokes. 
Spirituality (religiousness, faith, purpose): Having coherent beliefs about the higher purpose and 
meaning of the universe; knowing where one fits within the larger scheme; having beliefs about 
the meaning of life that shape conduct and provide comfort.  
(Peterson & Seligman, 2004, p. 29) 
      Character strengths are manifested in specific situations known as situational themes. Situational 
themes are thus situations that bring out the character strengths in an individual. Themes can be used to 
achieve strengths and thus contribute to virtues. There are various situational themes, such as work, or 
organization, and family. Themes are neither good nor bad; the aim is to find themes which will 
enhance one’s strengths (Peterson & Seligman, 2004).  Criticisms of these terms are now explored.       
 
2.4.2     Criticisms of Character Strengths and Virtues 
     Peterson and Seligman (2004) expressed two concerns regarding the science of a good character. 
Firstly, the science may not thrive; and further studies may come to a standstill, should the readers and 
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researchers conceive the idea of character strengths and virtues as common sense findings that every 
Sunday school teacher and grandparent already know. Secondly, the science of a good character can be 
misunderstood as another form of evangelism. Although there seems to be a strong resemblance, the 
outcome was unintended.  
    The classification system of CSV has made a considerable effort to give clear indication as to why 
some entries have been included and others excluded, primarily based on the idea that individual 
positive traits do not exist in all-or-nothing categories, but in varying degrees. Within CSV, a wide 
variety of reliable and valid assessments have been developed to assess the degree to which an 
individual may possess character strengths and virtues in an attempt to avoid criticisms in that area 
(Seligman et al., 2005).   
     Webber (2006) discussed controversies around the concepts of character strengths and virtues. 
Firstly, the question is raised: What is character? Exactly what does it mean to call somebody honest, 
compassionate, and courageous; and how are these epithets obtained. Character traits need to be widely 
explored before they can be clearly understood. Secondly, he proposed the argument of the 
fragmentation theory, which states that each character trait is to be specified with reference to a range 
of features of the situation in which they are manifested, with the result that each person has a wide 
range of traits – each with very restricted situational application. This is where positive psychotherapy 
plays a vital role.     
     PPT is about reducing negative emotions, behaviours and thoughts, and replacing them with positive 
attributes that could enhance a meaningful life. Psychofortology and its components are explored next. 
 
2.5      Psychofortology     
     Psychofortology is a sub-discipline of psychology in which psychological wellbeing is studied. 
Wissing and Van Eeden (1997, p. 3) described psychofortology as, “the science of psychological 
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strengths”. Within psychofortology, not only are the origins of psychological health or wellbeing being 
explored, but also the nature, manifestations, dynamics and enhancement thereof are explored (Wissing 
& Van Eeden, 1997). The various components of psychofortology are now explored.      
    
2.5.1      Components of Psychofortology     
     Psychofortology can be subdivided into two domains, namely: coping and subjective wellbeing. 
Coping can be defined as the ability “to manage successfully” (Aldwin, 1994, p. 71). Coping is a 
process whereby a positive response is the outcome of conservative efforts (Kleinke, 1991, 1998). 
Coping comprises the construct, coping resources and a sense of coherence. Coping resources are 
defined by Hammer and Marting (1988), as those individual innate abilities to effectively cope with life 
stressors, thus experiencing less symptoms of stress or pressures of life. Sense of coherence, as defined 
by Antonovsky (1987, 1993), is the outlook that a person adopts to successfully cope with the complex 
stressors in daily living. These concepts will be explored in more depth in Chapter Three of this study. 
     The definition of subjective wellbeing is democratic to each individual, granting them the right to 
make judgments regarding their own lives. Subjective wellbeing, therefore, refers to a person’s 
evaluation of his/her own life (Diener, 2000). Subjective wellbeing consists of the constructs of 
satisfaction with life and happiness.  
     According to Diener (1984), happiness may be described as the outcome of an individual’s desires 
weighed against the negative and positive affects in life circumstances. According to Steel and Ones 
(2002), long-term happiness appears to be the result of internal causes, such as personality. 
     Satisfaction with life focuses on emotional wellbeing, whereby each individual evaluates and passes 
judgment on his or her life, using one’s own unique set of criteria (Pavot & Diener, 1993). It is 
common sense to define happiness by weighing the positive against the negative affects, seeking the 
euphoria of the positive affect; and if the positive outweighs the negative, then the conclusion may be 
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happiness; however, this is a shallow conceptualization. Diener (2000) concluded that feeling pleasant 
emotions the majority of the time and infrequently experiencing unpleasant emotions, regardless of 
whether the pleasant emotions are only considered to be mild, is sufficient for high reports of 
happiness. 
     Globally, a sense of coherence, satisfaction with life and affect balance seem to be good indicators 
of general psychological wellbeing (Wissing & Van Eeden, 2002). The present study focuses on the 
following psychofortology concepts: coping, sense of coherence, satisfaction with life, and happiness 
of individuals currently in a treatment programme recovering from a substance-use disorder.  
     Psychopathology is absent in psychological wellbeing. Substance dependency is considered a 
psychopathology (Wissing & Van Eeden, 2002). The present study intends to broaden the field of 
positive psychology, by assessing the experiences of patients receiving treatment in recovery from a 
substance-use disorder.  The components of psychofortology are explored in more detail in the chapter 
to follow.  
 
2.6      Conclusion 
     The field of psychology had its origins focused solely on a disease model of human functioning, 
despite its underpinning goal of establishing a healthy stable flourishing community. Focusing on the 
problem and not on the positive outcomes of human functioning has hampered any movement into a 
positive paradigm and a new approach to psychological problems. Positive psychology has laid the 
foundation for a shift in the mindsets of old pathogenic thinkers to a broader, more positive outlook on 
psychological disorders. The new approach is a refreshing paradigm shift, which draws from the old to 
orientate into the future of psychology, as an ever changing and evolving science (Compton, 2005).  
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      Positive psychology views substance-use disorders as a pathology that is worthy of treatment 
through the building of strengths, as a buffer against the onset of pathology. Positive psychology and 
initial substance abuse have the same goal of seeking positive emotions.  
     Peterson and Seligman (2004) carved a new path for research and practice, with the anti-DSM 
handbook called: Character, Strengths and Virtues, and positive psychotherapy. However this new 
path of research is not beyond criticisms; and it has a long road ahead to prove its worth in the 
psychological field. 
      The components of psychofortology are integral parts of positive psychology, and its two domains, 
namely: coping and subjective wellbeing, which form the foundation of the present study. Coping 
resources, sense of coherence, satisfaction with life and happiness are all essential components of 
psychofortology. The present study will attempt to measure the four components of psychofortology, in 
order to assess the overall happiness and fulfilling lifestyles of adults recovering from a substance-use 
disorder in a treatment programme. In the following chapter, the primary domains and facets of 
psychofortology is discussed. 
 
 
Chapter 3 
Psychofortology 
3.1     Introduction 
     Initially, this chapter explores the concept of stress. The first component that comprises 
psychofortology, namely: coping and its facets, coping resources and sense of coherence are then 
explored. Finally, the chapter explores the second component of psychofortology, subjective wellbeing 
and its facets, namely: happiness and satisfaction with life.   
 
3.2     Stress  
     The term stress is often used colloquially, especially in modern-day living. The origin of the word 
stress is derived from the field of engineering, which means force or exertion (Lazarus, 1966). The core 
understanding of the term stress has not changed much over the past decade; however, the context in 
which the term is used has been reconstructed to suit the social sciences. Selye (1957) understood that 
people have always been aware of the condition that stress causes, but still fail to grasp its essence. 
Modern-day living has created a syndrome around the term stress; the concept has found its place in 
economics, political science, business and education (Lazarus & Folkman, 1984).  
     According to Selye (1957), stress is, in effect, the result of all the wear and tear which life exerts on 
individuals, groups and communities. This early definition places stress perfectly into the syndrome 
that society has socially constructed for it to date. Stress has only recently become more complex and 
redefined into one of the world’s most thought-of constructs in the twentieth century and into the 
present twenty first (Selye, 1957).     
     Aldwin (1994, p. 22) referred to stress as, “that quality of experience, produced through a person-
environment transaction that through either over-arousal or under-arousal, results in psychological or 
physiological distress”. This definition of stress mentions an important yet often-overlooked aspect of 
stress, which is positive stress also referred to as eustress. Eustress is stress that is associated with 
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excitement, adventure and enhances vital sensations (Strümpfer, 1983). It is the positive side to stress. 
Stress is not restricted to a life-or-death situation, but stress can be motivating, depending on various 
personal and contextual factors (Aldwin, 1994). 
     Stress can be caused by many factors. Lazarus and Folkman (1984) maintained that change, whether 
positive or negative, is one of many factors responsible for stress. In the context of the present research 
study, a patient diagnosed with a substance-use disorder on the path to recovery experiences many 
changes in his/her environment and behaviour. This journey to recovery is a series of cumulative 
stressful experiences; thus, one of the aims of the present study is to enhance the understanding of this 
experience through a positive lens.  
     Chapter Five explores the impact of stress on the recovery process of substance users. Employment 
or unemployment, divorce or separation, death, catastrophes and education, to mention a few, are only 
some of the stress-provoking sources in life (Morris & Maisto, 2002). 
     Lazarus (1966) suggested that the term stress encourages one to think of disturbances of adaptation, 
destructive forces, internally or environmentally, beating down upon an individual and making it 
difficult to survive and flourish. The following section explores coping techniques, which may 
facilitate survival throughout stressful situations. 
 
3.3     Coping 
     Coping is a component of psychofortology. Coping can be divided into coping resources and sense 
of coherence. Coping resources and sense of coherence are explored in the paragraphs that follow. 
     Coping is the positive outcome of stress; much attention has been given to the nature of stress and 
its many aspects. There is rapid growth among researchers in attempting to understand coping (Boyde, 
Bland & Herman, 2002; Brown, 2002; Jordaan, 2005; Madhoo, 1999; Mohammed, 2004; Nell, 2005; 
Otto, 2002; Weaver, Turner & Dell, 2000; Winter, 2001), to mention a few.   
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     Within animal experimentation, based on Darwinian thought, survival requires that an animal 
should be able to predict and control its environment. Even though people are not animals, links 
between animals and human anatomy is irrefutable. As a result, coping obtained the definition of “acts 
that control aversive environmental conditions” (Lazarus & Folkman, 1984, p. 118).  
     Lazarus (1966) defined coping as strategies for dealing with a threat. Coping can be defined as the 
efforts an individual makes to manage situations appraised as being potentially harmful or stressful 
(Kleinke, 1991, 1998; Lazarus & Folkman, 1984). The emerging common denominator from the two 
definitions implies that there is usually some form of threat. The term coping, therefore, refers to 
strategies developed and adopted for dealing with a threat (Lazarus, 1966). A situation can only be 
understood as being ‘threatening’ through an appraisal.  
     The appraisal of a situation is predominantly rooted in past experiences. It involves the mental 
ability to make judgments and discriminate events from past experiences (Lazarus & Folkman, 1984). 
The appraisal process is explored in more detail in paragraph 3.3.2 of this chapter. If the primary 
appraisal of a stressful situation is perceived as uncontrollable, the individual will experience the 
situation in a negative manner that would result in an increased level of stress response (Kleinke, 1991, 
1998). To gain more understanding of coping, coping resources must be explored.  
 
3.3.1     Coping Resources 
     Coping is a component of psychofortology. According to Hammer and Marting (1988), coping 
resources are the buffers against a stressful situation. The definition of coping resources, models of 
stress and coping, and a research overview of coping is now discussed.  
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  3.3.1.1      Definition of Coping Resources 
     According to Hammer and Marting (1988, p. 2), coping resources are “those resources inherent in 
individuals that enable them to handle stressors more effectively, to experience fewer or less intense 
symptoms upon exposure to a stressor, or to recover faster from exposure”. Having resources to draw 
upon is a necessity in the process of coping. Coping is not a response, but an active process in shaping 
the stressful event (Neufeld, 1982). Resources reduce the destructive effects of stress, as they are the 
adaptive capacities of genetic, environmental or learned experiences (Hammer & Marting, 1988).  
     Successful coping requires a strategic process. The appraisal model which highlights the various 
steps in the coping process is discussed in more detail in paragraph 3.3.2 of this chapter.  
     The second step in evaluating any stressful situation is asking the question: What can I do? In order 
to cope successfully with any given situation, particular resources need to be available to the individual 
from which to draw. Therefore, an important aspect of coping is being able to select the correct 
resources. Resources are factors that influence coping; and they therefore mediate a stress reaction 
(Lazarus & Folkman, 1984). The various models of stress and coping is now explored.  
 
3.3.1.2     Models of Stress and Coping  
     Lazarus and Folkman (1984) viewed coping as a function of both the person and the environment. 
The transactional model developed by Lazarus and Folkman (1984), stated that both person and 
environment are variables that influence the appraisals of stressful events; and in a reciprocal 
relationship, appraisals influence both the person and the environment. Transactional implies a created 
level of abstraction in which the separate person and the environment are joined together to form a new 
relational meaning, in which the characteristics of the separate variables are subsumed (Aldwin, 1994; 
Lazarus & Folkman, 1984; Neufeld, 1982).  
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     Lazarus and Folkman (1984) also described the appraisal model of the coping process. In this model 
the individual evaluates both primary and secondary appraisals, making coping resources a part of both 
stages. The appraisal process is necessary, in order to survive and flourish, and to distinguish between 
benign and dangerous situations. Figure 1 displays the primary and secondary appraisal coping 
processes of a stressful life event.  
     According to the appraisal model displayed in Figure 1, an individual will evaluate an event as 
relevant or irrelevant, stressful or non-threatening and the result of this evaluation will determine the 
level of stress the individual will experience. If the situation is evaluated as being relevant, the result 
will be increased stress levels. Should an event be evaluated as irrelevant, the result will be a decreased 
level of stress experienced. If the individual has sufficient resources in the primary appraisal stage, the 
event is likely to be perceived as non-threatening and will result in a decrease in experienced stress.  
     It is essential that the primary appraisal be realistic and not appraised against unrealistic 
expectations so as to decrease the experienced stress (Kleinke, 1991, 1998). The secondary appraisal 
serves to evaluate the level of self-efficacy in coping with the stressful event; and this is a complex 
evaluative process that takes into account which coping options are available (Lazarus & Folkman, 
1984). A successful coping response would minimize the stress and increase the control of the 
situation. Thus, a coping response that evidently is effective would lead to successful coping and 
decreased stress levels.  
     An unsuccessful coping response would require a reappraisal of the situation and new coping 
responses would be evaluated (Kleinke, 1991, 1998). An unsuccessful coping response creates a great 
deal of stress for the individual. The individual becomes aware of the harm or loss of the situation and 
cannot overcome it, thereby committing to helplessness. Alternatively, the process may begin anew 
with a reappraisal of the stress-provoking event (Lazarus & Folkman, 1984). In conclusion, individuals 
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with high coping resources will be more effective in dealing with a stress-provoking life event than 
individuals with low coping resources (Lazarus & Folkman, 1984). 
  
Figure 1: Primary and Secondary Appraisal in the Coping Process  (Kleinke, 1998, p. 21) 
 
      Hobfoll (1989) developed a model incorporating the resources: the model of conservation of 
resources. This model is primarily concerned with resources which are available to each individual 
during times of experienced stress. In this model, a perceived threatening situation occurs if resources 
that are valued and relied on are in danger of being lost. 
     All people strive to retain, build and protect their resources. When confronted with a stressful 
situation, according to the conservation of resources model, individuals will attempt to minimize the 
net loss of resources (Hobfoll, 1989). 
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    According to Hammer and Marting (1988, p. 2), a resource is considered to be a “social and 
psychological prophylaxis” that reduces the chance of contracting a stress-induced disease. Thus, 
individuals with low resources are more vulnerable than individuals with high resources. Individuals 
with high resources at their disposal are considered hardy or resilient in relation to stressful situations 
(Hammer & Marting, 1988). Hardiness is a personality type, discovered through the existential theory 
by Suzanne Kobasa. She describes a person who is healthy in essence despite their high stress scores 
(Anotonvsky, 1987).  
     The Coping Resources Inventory categorizes coping resources into five domains: cognitive, social, 
emotional, spiritual/philosophical and physical. These are now explored (Hammer & Marting, 1988):  
1. Cognitive (COG): This domain measures the extent to which individuals maintain a positive 
sense of self-worth, a positive outlook towards others, and optimism about life in general. An 
example of a statement measuring the cognitive domain is: “I see myself as lovable”. 
2. Social (SOC): This domain focuses on the degree to which individuals are embedded in social 
networks that are able to provide support in times of stress. An example of the questions 
measuring the social domain is: “I enjoy being with people”. 
3. Emotional (EMO): The items in this domain capture the degree to which individuals can accept 
and express a range of emotions. This notion is based on the proposition that an ability to 
express a range of emotions will reduce the long-term effects of stress. An example of the 
questions that measure the emotional domain are: “I express my feelings clearly and directly”. 
4. Spiritual/Philosophical (SP/PHI): The spiritual domain measures the degree to which 
individuals are guided by stable and consistent values that are derived from religion, familial or 
cultural traditions, or a personal philosophy. An example of the questions that measures the 
spiritual/philosophical domain is: “Certain traditions play an important part in my life”. 
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5. Physical (PHY): This domain questions the degree to which individuals enact health-promoting 
behaviours, which are believed to contribute to increased health and physical wellbeing. An 
example of the questions that measure the physical domain is: “I exercise vigorously 3-4 times 
a week”. 
     The Coping Resources Inventory developed by Hammer and Marting (1998), is discussed in more 
detail in Chapter Six. A research overview of coping resources is now provided. 
 
3.3.1.3     Research Overview of Coping Resources 
     Research has shown that resources for coping with stress increase with age, knowledge and 
experience (Hammer & Marting, 1988). Resources will be depleted, as a result of continued exposure 
to high levels of stress. Coping resources have been found to be negatively related to depression, 
illness, grief, and psychological symptoms, and positively related to coping strategies, such as visits to 
medical practitioners (Hammer & Marting, 1988).           
     Hobfoll (1986, 1989) observed that women may have less access to resources; and consequently 
they may experience more stress than men. This finding confirmed studies conducted in South Africa. 
Research conducted on black African women noted that traditionally African women have been subject 
to cultural limitations and socio-economic deprivation, which could have an impact on the 
psychological wellbeing of African women (Boyd, Bland & Herman, 2002; Wissing & Van Eeden, 
2002). 
     One aim of the present study is to explore coping in the context of substance abuse.  Individuals in 
recovery from a substance-use disorder are in a position to re-evaluate what may have been their main 
coping resource (intoxicating substances) for a lengthy period of time. Negative emotions, stress and 
ineffective coping have been linked to addiction (Boyd, Bland & Herman, 2002; Weaver, Turner & 
O’Dell, 2000). Research has revealed that the abuse of a substance is due to a maladaptive coping 
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response to stress (Hawkins, 1992; Sinha, 2001; Van Niekerk, 1998: Weaver, Turner & O’Dell, 2000). 
Research on meta-cognitions of problematic drinkers revealed that nine out of ten patients stated that 
alcohol was used as a coping strategy, and to reduce negative emotions or to improve moods (Spada & 
Wells, 2006).  
     Addictive substances serve to reduce negative affect (stress) and increase positive affect (This will 
be discussed in more detail in Chapter Four, which deals with the recovery process). This addictive 
cycle reinforces drug use as the consumption of addictive substances alleviates stress in the short term 
(Sihna, 2001). Weaver, Tuner and O’Dell (2000) described the depressive symptoms, psychological 
stress and coping strategies of 102 African-American and Anglo-American women in recovery from 
alcohol and drug addiction. In this study, women were found to have poorer coping abilities than men. 
This study confirmed Hobfoll’s (1989) observation that women experience more stress than men as a 
result of limited access to coping resources. Within the recovery process, it was evident that ineffectual 
coping strategies, such as self-criticism, procrastination and poor eating habits needed to be addressed 
in order to ensure the successful recovery from alcoholism (Weaver, Tuner & O’Dell, 2000).  
     Winter (2001) researched personality attributes and the use of coping resources in addicted 
populations by making use of the Coping Resources Inventory and the NEO-Personality Inventory, and 
concluded that substance-addicted research participants made significantly less use of coping resources 
overall. Specifically they also made less use of individual resources in each of the five domains 
namely: cognitive, social, emotional, spiritual/philosophical and physical domains.  
     Family and social support are predictors in long-term recovery from a substance-use disorder. In a 
study completed on community-based resources vital to long-term recovery from alcoholism, 
participants who had higher levels of fulfilling friendships and family support recovered more 
successfully than those who did not have this resource available.  
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This study has highlighted the role of social support as a valuable coping resource in the recovery 
process (Hobfoll, 1986; Mueller, 1997). Beattie and Longabaugh (1997) confirmed the importance of 
social support as a valuable coping resource during recovery from alcoholism. The patients’ social 
support network positively influenced abstinence during recovery. Non-alcoholic specific relationships 
are related significantly to the subjective wellbeing of the patient in recovery. The following section 
will explore the sense of coherence, which is the other theoretical concept that makes up the coping 
component of psychofortology. 
 
3.3.2     The Sense of Coherence (SOC) 
     The sense of coherence concept formulated by Antonovsky (1979) is a major determinant of 
maintaining or establishing a position on the health ease/disease continuum (Antonovsky, 1987). 
Despite constant exposure to stress, the sense of coherence is a means of maintaining a successful 
coping. Sense of coherence is now defined.  
 
3.3.2.1    Definition of the Sense of Coherence 
     The SOC is a salutogenic construct that promotes a “re-orientation towards why, despite being 
exposed to constant stressors, some individuals maintain their health, while others in similar situations 
experience health breakdowns” (Levert, Lucas, & Ortlepp, 2000, p. 37). 
The SOC is defined as: 
A global orientation that expresses the extent to which one has a       
pervasive, enduring, though dynamic feeling of confidence that (a) the 
stimuli deriving from one’s internal and external environments in the course 
of living are structured, predictable and explicable; (b) the resources are 
available to one to meet the demands posed by the stimuli; and (c) these 
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demands are challenges, worthy of investment and engagement 
(Antonovsky, 1993, p. 725).  
     The sense of coherence is a critical and indispensable element in the personality structure of each 
individual (within the confines of a subculture or historical period). It is a generalised, long-lasting 
means of perceiving and judging the environment (Antonovsky, 1979, 1987). Any situation resulting in 
behavioural failure or success can temporarily affect or shift an individual’s sense of coherence. A fake 
sense of coherence occurs in situations, where a change in the environment is resisted.   
     This change should occur around a stable location on a continuum. Sense of coherence is shaped, 
reinforced and modified throughout the course of an individual’s life (Antonovsky, 1979). 
      Throughout adolescence and early adulthood, the individual’s SOC develops as a function of 
his/her experiences, but crystallizes around the age of 30 years. Adulthood demands of the individual 
long-standing commitments, such as marital status, caring for children, social roles and occupation. It is 
especially the experience gained from work, as a life role, that reinforces or reverses the strength of the 
SOC that has developed during adolescence (Antonovsky, 1987). The SOC is considered to be a 
universal construct, making it valuable to explore within a South African context (Antonovsky, 1996; 
Levert, Lucas & Ortlepp, 2000).   
     Every individual will experience a major life event or existential crisis; these events are specifiable 
in time and space, resulting in a stress reaction. These events are discrete, such as the death of a family 
member, an addition to the family and retirement. Even though these events are expected to occur and 
are to some extent predictable, there exists no automatic response to these events. However, it is not the 
event that is of concern, but the consequences of these events and the resultant tension that follows, that 
matter. It is, therefore, the SOC of the individual experiencing the event that will determine whether the 
outcome will be noxious, neutral, or salutary (Antonovsky, 1987). 
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     Lazarus (1966) introduced the concept of daily hassles as being ongoing worries or concerns. These 
hassles, for example, are failing a driving test, an unusual compliment or insult and involvement in an 
accident. An individual’s SOC is rarely impacted through daily hassles, unless the hassle is continual 
and numerous; the hassle is then the result of a chronic stressor (Antonovsky, 1987).   
     Adaptive coping is the key component to a healthy SOC (Antonovsky, 1993). When a person 
regularly experiences an availability of general resistance resources a strong SOC will develop. 
Generalized resistance resources are now explored.  
 
3.3.2.2     Generalized Resistance Resources (GRRs) 
     Generalized Resistance Resources (GRRs) is a term developed by Antonovsky (1979). 
Antonovsky’s research led to the discovery of each individual’s unique available resources. These 
resources are at the individual’s disposal to empower them to overcome stressors.                    
     Through earlier research, it was discovered that at any one time, each individual experiences a 
manifestation of pathology. With this notion in mind, Antonovsky curiously went in search of those 
resources that enable one to overcome a stressful situation. Thus, avoiding the onset of pathology. 
GRRs may be defined as “any characteristic of a person, group, or environment that can facilitate 
effective tension management” (Antonovsky, 1979, p. 99).    
     Antonovsky (1987) distinguished three kinds of stressors, namely: chronic stressors, major life 
events and acute daily hassles. These three stressors flow into one another; and while clear boundaries 
cannot be defined between them, they are qualitatively diverse.   
     Chronic stressors are life situations, conditions, or characteristics that are crucially descriptive of an 
individual’s life (Antonovsky, 1987). Chronic stressors are built into the life situation of the individual; 
they are generalized and long-lasting, such as continuing experiences of inadequate resources or role 
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opportunities and deprivation. They are also the primary determinants of an individual’s SOC level 
(Antonovsky, 1987). 
      GRRs refer to any properties of a situation which facilitates successful coping with a stressor 
(Antonovsky, 1987, 1996). Figure 2 provides a visual means of conceptualizing and organizing 
Antonovsky’s (1979) concept of GRRs. The explanation of GRRs is required to better understand the 
concept: sense of coherence (SOC).  
     Antonovsky (1979) described a range of GRRs: 
1. Physical and biochemical, such as immuno-suppressors. Immuno-suppressors are known to 
increase immune responsiveness in a stressful, tension-causing state. An individual’s genetic 
composition of the nervous system may aid in effectively coping with stress.  
2. Artefactual material, such as material resources and interpersonal relations. Material resources 
include money, shelter, physical strength, clothing, and adequate food. Interpersonal relations 
include power, status and the availability of services.  
3. Cognitive and emotional resources are intrapersonal GRRs. Cognitive resources are knowledge 
and intelligence, the store house of information regarding one’s surroundings and available 
skills. Emotional resources’ central concept is the ego identity; an individual desires an identity 
that is real, acceptable and stable.  
4. Valuative-attitudinal resources are the essential intra-individual factors that characterise coping 
strategies.  
5. Interpersonal-relational GRRs, include the social supports from family and friends, social 
networks and commitment. 
6. Macro-socio-cultural GRRs includes religion and other beliefs, rituals or norms. The social 
structure is considered to be a powerful GRR.  
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Figure 2: Generalized Resistance Resource (GRR)   (Antonovsky’s, 1979, p. 103)  
 
3.3.2.3     Research Overview of the SOC  
     McSherry and Holm (1994) conducted a study using a controlled stressful situation, in order to 
observe the psychological and physiological responses of each individual, according to Antonovsky’s 
stress-resistant construct, sense of coherence. The results indicated that a participant with a low SOC 
score appraised and coped with the stressful situation in ways that were less likely to resolve the 
situation and to eliminate the distress. This outcome confirmed the observation that a higher SOC score 
on the SOC scale would more accurately determine a positive reaction to a stressful situation that is 
more likely to be resolved and dealt with appropriately. Studies conducted by South Africans confirm 
the positive correlation between sense of coherence and coping resources (Cairns, 2001; Kirsten, 2003; 
Madhoo, 1999; Smith, 2007). Madhoo (1999) investigated the sense of coherence and coping resources 
of 35 South African patients in cardiac rehabilitation. Cairns (2001) investigated the sense of coherence 
and coping resources of 34 South African cancer patients. Kirsten (2003) investigated the 
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psychofortology of female nurses at a managed healthcare centre. Smith (2007) investigated the 
psychofortology of postgraduate learners in the faculty of health sciences at the Nelson Mandela 
Metropolitan University. All four studies found a positive relationship between sense of coherence and 
coping resources.   
     Wissing and Van Eeden (1997) researched the correlations between SOC and psychological 
wellbeing, such as internal locus of control, hardiness, self-esteem, quality of life, problem-focused 
coping, stamina and general wellbeing. The result is a positive correlation between psychological 
wellbeing and SOC.  
     Levert, Lucas and Ortlepp (2000) conducted a study on burnout in psychiatric nurses and a sense of 
coherence, amongst South African psychiatric nurses. The results indicated that exposure to violence 
and crime and any uncertainty in the South African economy lowered participants’ SOC scores. The 
SOC scores correlated significantly with emotional exhaustion and depersonalisation. Further research 
on nurses and burnout conducted by Heyns, Venter, Esterhuyse, Bam and Odendaal (2003) indicated 
that there is a strong association between low SOC and burnout in nurses. A vital role in overcoming 
stressful situations and developing a strong SOC is the ability to know and evaluate one’s own 
individual personal strengths.   
      Antonovsky (1987) maintained that a person’s SOC score is likely to be stable throughout 
adulthood. In a study conducted by Wissing and Van Eeden (1997, 2002), young adults between the 
ages of 18-35 years had lower scores on the SOC scale than subjects in the middle-aged groups (36-65 
years and up). This confirmed Antonovsky’s discovery that SOC crystallizes around the age of 30 
years. However, Antonovsky (1987) also postulated that a change in SOC after the age of 30 years is 
possible through a long-range set of life experiences characterised by different levels of consistency, 
load balance, and participation in socially valued decision-making.  
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     One aim of the present study is to explore the sense of coherence of adults recovering from a 
substance-use disorder. According to Wissing and Van Eeden (1997), substance dependency on drugs 
or alcohol is negatively related to psychological growth, on both the affective and cognitive levels. A 
substance dependency is viewed as a specific syndrome of psychopathology, which, when interpreted 
from a salutogenic perspective, would be completely absent in psychological wellbeing (Wissing & 
Van Eeden, 1997).   
     Nilsson, Starrin, Simonsson and Leppert (2007) combined the SOC variable and the variable 
measuring alcohol intoxication to produce the SOC-alcohol intoxication model. This model displayed 
in Figure 3, consists of two degrees of SOC (weak, strong) with a combination of the frequency of 
alcohol intoxication. Research on 16 and 19 year old adolescents revealed a significant relationship 
between SOC and alcohol-related behavioural problems. The higher the alcohol-related behavioural 
problem, the weaker the SOC score (Nilsson, Starrin, Simonsson & Leppert, 2007).  
 
 
 
 
Figure 3: The SOC-Alcohol Intoxication Model (Nilsson, Starrin, Simonsson & Leppert, 2007, p. 160) 
 
     Antonovsky, Hankin and Stone (1987) researched patterns of drinking in Israel. The findings 
revealed that daily drinkers tended to have strong feelings of powerlessness and a weak sense of 
coherence; and they tended to be socially isolated. This is due to a low sense of control (powerlessness) 
over their life occurrences. Women drinkers reported suffering more health problems and scored 
significantly higher on personal powerlessness, and they reported a weaker sense of coherence than 
men.  
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     Sense of coherence has been used to predict the drop-out rates and the mortality rates of patients 
recovering from a substance-use disorder in a treatment centre. Andersen and Berg (2001) utilized the 
SOC-9 scale, to predict drop-out and mortality after residential treatment of substance abusers. The 
findings revealed that the drop-out rates of patients with a normal SOC score was only 65%, while 
patients with a lower SOC score had a higher percentage of drop-outs. The mortality rate was 11.7%, 
six years after being admitted to the centre.  
    Glanz, Maskarinec and Carlin (2005) researched ethnicity, sense of coherence, and tobacco use 
among adolescents. The findings revealed that students with a high SOC score were consistently the 
least likely to have ever smoked tobacco. Smoking tobacco increased nearly linearly with a decrease in 
SOC score. These findings suggest that adolescents with a high SOC score may be better prepared to 
cope with  peer pressure, less tempted to experiment with tobacco, and less rebellious than students 
with a low SOC score. Of the three SOC subscales, manageability proved to be the strongest predictor 
of smoking behaviour.   
     In conclusion, SOC is inversely related to negative health behaviours, frequent alcohol 
consumption, the drop-out rate of recovering substance abusers, mortality rate, and smoking. The 
present study intends to assess the levels of SOC of patients recovering from a substance-use disorder 
in a recovery programme. The second component of psychofortology, subjective wellbeing is now 
explored.  
 
3.4     Subjective Wellbeing  
     Subjective wellbeing forms the second half of the known concept of psychofortology. Subjective 
wellbeing can be further divided into two components, namely: happiness, and life satisfaction.  
     The last decade has seen an increase of interest in the construct of subjective wellbeing (Beattie & 
Longabaugh, 1997; Diener, 1984, 2000; Diener, Lucas, & Oishi, 2005; Diener, Oishi, & Lucas, 2005; 
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Gal, 2003; Hatuell, 2004; Strack, Argyle & Schwarz, 1991; Veenhoven, 2000, 2006). This is primarily 
due to the fact that psychologists are becoming more concerned with the positive end of the 
psychological wellbeing spectrum. The focus is shifting to reasons for happiness rather than reasons for 
unhappiness.  
     Veenhoven (2006) defined subjective wellbeing as the various types of evaluations, which are both 
positive and negative, that one uses to understand their life. Subjective wellbeing, according to Diener, 
Lucas and Oishi (2005, p. 63) is defined as “a person’s cognitive and affective evaluations of his or her 
life”. This evaluation includes emotional reactions to events and the cognitive judgments of satisfaction 
and fulfilment. It is thus a broad concept that includes experiencing pleasant emotions, high life 
satisfaction and low levels of negative moods.  
     According to Diener (1984), the concept of subjective wellbeing has three foundational 
characteristics. Firstly, it is a subjective appraisal made by an individual, where status is given to one’s 
own life, based on perception. Secondly, subjective wellbeing places the focus on positive measures 
(e.g. satisfaction with life. in addition to absence of negative factors such as depression). Lastly, these 
measures offer a global assessment of all facets in a person’s life.  
     The subjective well-being of each individual has a positive effect on society as a whole, due to the 
notion that happy people function better (Veenhoven, 2006). The concept happiness is now explored.  
 
3.4.1     Happiness 
    Happiness is a difficult concept to understand, as it can take on so many different meanings 
(Hewstone, Fincham & Foster 2005). Human suffering and the alleviation of pain have long since been 
the primary focus of early psychology. Could the absence of pain and misery result in happiness?  
According to Diener (2000), happiness is the result of experiencing positive moods most of the time, 
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despite sometimes experiencing unpleasant emotions. Happiness provides an overall appraisal of life, 
and it may also indicate how well people actually feel (Linley, Joseph & Boniwell, 2003).   
     Veenhoven (2000) noted that there are many connotations to the term happiness. Happiness is often 
used as a generic term for all worth; and in some ways, it is synonymous with comprehensive ‘quality 
of life’ or ‘wellbeing’. Happiness has also been labelled, firstly, as a subjective appraisal of one’s life, 
and secondly, as the overall evaluation of one’s life as a whole (Veenhoven, 2000). Various definitions 
of happiness are now explored.   
 
3.4.1.1     Definition of Happiness 
     Diener (1984) described happiness as the positive judgment outcome when an individual weighs up 
positive versus negative affects; and it is considered to be the harmonious satisfaction of one’s desires 
and goals. This definition describes happiness as an easily applied equation. However, understanding 
happiness is much more complex. Smart and Williams (1973) raised several objections to the 
controversial view on happiness. According to Smart and Williams (1973) happiness is: 
1. Undefined, therefore philosophies concerning happiness are meaningless. 
2. Immeasurable, hence the philosophy lacks any consequence. 
3. Momentary, therefore enduring happiness is impossible. 
4. For a happy few; it is illusionary to consider that happiness is for everyone.  
5. Relative, ‘greater’ happiness is hence impracticable.  
6. Impractical, since ‘great’ happiness for everyone is undesirable.  
     According to Veenhoven (2006), happiness has several meanings in popular discourse. Happiness 
can mean a generally positive mood, a global evaluation of life satisfaction, the causes that make 
people happy, or living the good life, with the interpretation depending on the context.   
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     Nettle (2005) believed that certain conditions are necessary to attain happiness and extreme effort is 
needed to obtain this state. To achieve happiness individuals, must understand their own nature and 
needs, and balance their desires against their needs (Locke, 2005).   
     It can be said without a doubt that the pleasant emotions an individual experiences in life are crucial 
to human existence (Eysenck, 1990). The importance of the pursuit of happiness was mentioned in the 
American Declaration of Independence in 1776. Thomas Jefferson wrote, “…that all men are created 
equal, that they are endowed by their Creator with certain inalienable Rights, that among these are Life, 
Liberty and the pursuit of Happiness” (Nettle, 2005, p. 1).  
     Aristotle grouped happiness into three levels. At the bottom level, ordinary people have the idea that 
pleasure brings happiness. At the second level, people of refinement define happiness as doing well. At 
the last level, happiness is produced by the contemplative life: being able to escape the daily pressures 
of living, such as earning a living and raising a family (Eysenck, 1990). 
     Aivanhov (1994) in developing Aristotle’s ideas further believed that to walk the path of happiness 
and to be able to give that happiness to others, you must look for it off the path of things that bring 
pleasure. He contended that if the focus of happiness lies in a measurable pleasure-seeking activity, 
then surely happiness will only last as long as the activity.  
     It is so easy to define happiness, according to the immediate emotional reaction to the thousands of 
events that fill our daily lives (Eysenck, 1990). However, the question that lingers is: “What is 
happiness?” The question in itself only leads to more questions. The answer, it seems, is not really 
clear; and although many have attempted to gain a clearer understanding of the answer, it remains a 
mystery.  
     Ryff and Keyes (1995) added that life satisfaction is seen to complement happiness. Happy people 
tend to be those with high levels of subjective wellbeing; they perceive and interpret neutral events as 
being positive, and they also appear happier to their friends and family (Steel & Ones, 2002). 
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     Diener (2000) described happiness as the pleasant emotions that are experienced most of the time, 
for it is indubitable that one will experience unpleasant emotions; thus individuals experience 
happiness, despite infrequent experiences of unpleasant emotions. It is true that one would seek to 
become happy; however, people seek the ecstasy of happiness from relationships and occupations, 
which will only last momentarily.  
     Intense experiences are not the cornerstone of happiness. Individuals will react to both bad and good 
events with intense emotions, but will tend to return to a neutral state after the event. This neutral state 
should remain on the positive side of the spectrum, in order for the individual to experience true long- 
lasting happiness (Diener, 2000). Veenhoven (2000) similarly noted that mere enjoyment of life does 
not constitute (true) happiness. For within an abject situation, true happiness is absent. Happiness is 
also the outcome of desirable living conditions and personal qualities, such as health. Models of 
happiness are now explored.  
 
3.4.1.2     Models of Happiness 
     Headey and Wearing (1989) proposed a dynamic equilibrium model of happiness. In this model a 
person appears to have baseline moods in the positive range and individuals return to differing 
baselines, depending on their personalities (Lucas, Clark, Georgellis & Diener, 2002). These baselines 
are predictable in persons with stable characteristics. The model rests on the idea that subjective 
wellbeing levels are fairly stable over time, and that each individual has his/her own normal 
equilibrium level of subjective wellbeing. Favourable events will enhance SWB levels and adverse 
events will depress them (Headey & Wearing, 1989).  
     Similarly, the adaptation theory developed by Brickman and Campbell (1971) argued that over time 
individuals adapt to even the most extreme positive and negative life circumstances (Lucas, Clark, 
Georgellis & Diener, 2002). While adaptation is a dynamic process, most evidence for adaptation has 
47 
 
been collected from a single-occasion cross-sectional study (Lucas, Clark, Georgellis & Diener, 2002; 
Headey & Wearing, 1989). 
     According to the hedonic treadmill model, both good and bad events temporally affect one’s 
happiness; however, each individual quickly adapts back to the hedonic neutrality (Diener, Lucas & 
Scollon, 2006). This model implies that any effort to increase happiness is doomed to fail. The hedonic 
treadmill model is built on an automatic habituation process in which psychological systems react to 
deviations from one’s current adaptation level.  
     Seligman (2002) understood the hedonic treadmill to be a barrier to happiness, for this model causes 
one to rapidly and inevitably adapt to good things by taking them for granted. This model explains why 
even though one accumulates more material things, and one accomplishes one’s goals, one will still 
expect so much more of oneself and of one’s surroundings. One will continually seek the things that 
would boost one’s current level of happiness. A research overview of happiness is now provided. 
 
   3.4.1.3     Research Overview of Happiness 
      It is a well-known fact that each person is bound to experience both happy and unhappy moments 
throughout the course of life (Myers, 2000). However, research on happiness reveals the following 
findings. 
    First-world countries with wealthier individuals are slightly happier than countries where the 
communities lack resources. Can one conclude then that money can buy happiness? According to 
Diener (2000) and Myers (1995, 2000), there is a connection between wealth and wellbeing. Americans 
expressed the view that money would improve the quality of their lives; and most reported that they 
would like to be rich. Diener (2000) confirmed this finding; wealthy people are on average slightly 
happier than poor people. Miller (2001) observed that patients who have their basic needs met are 
caught in the illusion that money equals happiness.  
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     Research has also proven that married people are happier than unmarried, single, separated or 
divorced people. Both men and women reap the same benefits from marriage. One explanation for this 
occurrence is that marriage confers a range of benefits for both parties, such as intimacy and role 
identity (Carr, 2004; Myers, 1995).  
     According to Lucas, Clark, Georgellis and Diener (2002), happy people are more pleasant and 
outgoing; these individuals are more successful in finding a partner. Unhappy individuals are more 
likely to suffer from psychological problems that prevent them from getting married, or that could later 
lead to separation and divorce (Lucas, Clark, Georgellis & Diener, 2002). Satisfaction with life, the 
second component of subjective wellbeing, is now explored. 
 
3.4.2     Satisfaction with Life 
     Satisfaction with life is the cognitive component of subjective wellbeing. The SWB construct is 
balanced by happiness and satisfaction with life; it is thus inappropriate to adopt life satisfaction as the 
sole indicator of SWB (Lu, 1999). According to Strack, Argyle and Schwarz (1991), satisfaction with 
life refers to an individual’s total contextual estimate of life quality in areas such as family, housing, 
working conditions, income, health, education and social security. Various definitions of satisfaction 
with life is now discussed. 
 
3.4.2.1     Definition of Satisfaction with Life 
    There have been a number of attempts to conceptualize wellbeing, including objective and subjective 
wellbeing, satisfaction with life, quality of life and happiness (Strack, Argyle & Schwarz, 1991). It is 
true that these terms are similar and difficult to distinguish; however, each is derived from the same 
point of origin. 
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     Life satisfaction refers to a judgmental process in which individuals assess the quality of their lives 
on the basis of their own unique set of criteria (Pavot & Diener, 1993). Life satisfaction looks at life as 
a whole, and this holistic approach allows the individual to assess or weigh his/her life according to 
his/her own value system. There is a comparison of one’s perceived life circumstances with the self-
imposed standards (set of standards is presumed). These standards are often measured as ‘success’; 
however, each individual’s perception of success is different and may vary over time (Pavot & Diener, 
1993).  
     Life satisfaction varies across cultures; individualistic cultures rely on affect to pass judgments 
regarding life satisfaction. It appears that feeling pleasant emotions more frequently results in life 
satisfaction in individualistic cultures (Diener, 2000). Research regarding satisfaction with life is now 
explored. 
 
    3.4.2.2     Research Overview of Satisfaction with Life 
     According to Csikszentmihalyi (1990), having employment is related to one’s satisfaction with life. 
Employment offers stimulation, positive social relationships and a sense of identity and meaning. 
Having a career and a role in society positively impacts one’s satisfaction with life. Similarly, Oishi, 
Diener and Suh (1999) reported that intra-individual changes in satisfaction with life were strongly 
influenced by the degree of success of each individual. However, individuals differed significantly in 
the types of activities that they found satisfying.  
     Pavot and Diener (1993) reported that most groups fall within the range of slightly satisfied to 
satisfied. This finding appears to reflect that non-clinical samples are above the neutral point in 
subjective wellbeing.  
     Satisfaction with life correlated positively with scores from the SOC scale in the study conducted by 
Wissing and Van Eeden (1997). The study was conducted on 550 participants in the Vaal Triangle 
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(South Africa) aged between 18 and 35 years. This study was replicated in 2002, and confirmed their 
previous findings. The higher the SOC score, the more satisfied with life the participants were found to 
be.  
     Lu (1999) explored personal and environmental causes of happiness by means of a longitudinal 
analysis. The findings revealed that when both baselines of SWB and personality are statistically 
controlled, social support was the main predictor of overall happiness, while life events predicted life 
satisfaction. Furthermore, there is a strong bidirectional relationship between happiness and satisfaction 
with life (Lu, 1999).  
     Odendaal (1999) investigated the subjective wellbeing of a sample of cardiac patients in recovery. 
The findings revealed that the participants were slightly dissatisfied to satisfied with life. Their 
satisfaction with life was linked to the following components: family, religion, social relationships; 
work satisfaction, marital status, self-esteem; and a positive attitude to recovery.        
 
3.5      Conclusion 
     This chapter has explored the broad concept of psychofortology, its components, and the sub-
divisions of those components. Psychofortology is a growing term in the psychological field. The 
various components that form part of this complex term have been discussed and defined; various 
models and theories of each component were examined, and research that reviewed aspects of the 
components was explored.  
     Very few of the research reviews capture the impact that a substance-use disorder has on each 
component. This study intends to add to the pool of knowledge of psychofortology, by assessing the 
coping, sense of coherence, happiness and satisfaction with life of adults in a treatment programme 
recovering from a substance-use disorder. Substance-use disorders will be explored in the following 
chapter.  
Chapter 4 
Substance-Use Disorders 
4.1     Introduction 
     This chapter explores the historical overview of substance-use disorders. The definition of the terms 
substance-use disorders, substance dependency and substance abuse are highlighted.  Addiction and 
drug addiction are defined and discussed. Finally, an exploration of drug classifications and the various 
facets of drug classification, together with the research findings will be investigated.   
 
4.2    Historical Overview of Substance-Use Disorders 
     One of the most common among all categories of substances of abuse, dating further back than has 
been recorded in history, is alcohol. Alcohol is classified as a depressant (Gumede, 1995; O’Kelly & 
Lawrence, 1956). History reveals that King Solomon in the Bible (the book of Proverbs) warned 
against excessive drinking and drunkenness in the Jewish moralistic tradition (Gumede, 1995).  
     The origins of alcohol cannot be precisely identified, as it is produced through the fermentation of 
fruits, vegetables or grains (McFaydean, 1997). However, the first study to ever be performed in a 
laboratory on the effects of alcohol was recorded in 1864. Absinthe was the dominant substance of 
abuse in that era. The results concluded that alcohol, even in that era, was already a public health 
problem (Thorpe, Katz & Lewis, 1961).  
     The substance alcohol will be discussed in more detail in section 4.5.1. Alcohol abuse (or a drinking 
problem) was considered a psychopathology, caused from emotional maladjustment in the 1900s; 
hence, the DSM I and later the DSM II classified alcoholism and drug dependency as a personality 
disorder. Alcoholism was diagnosed based on its repercussions on physical health and social 
functioning.  
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     According to the DSM II (1968, p. 45), alcoholism is a “category for patients whose alcohol intake 
is great enough to damage their physical health or their personal or social functioning, or when it has 
become a prerequisite to normal functioning”.   
     Reasons given for the abuse of alcohol were: anxiety, personality problems, and deep feelings of 
insecurity, guilt, and inadequacy, to mention a few (Thorpe, Katz & Lewis, 1961). The fact that people 
have turned to alcohol throughout the course of history is clearly an indication of the value that this 
substance has in decreasing tension. For this reason, earlier theorists concluded that alcohol is not the 
primary disorder, but rather it is symptomatic of deeper personality disturbances that have not been 
resolved (O’Kelly & Lawrence, 1956; Thorpe, Katz & Lewis, 1961).  
     There have been many developments in substance abuse since its first appearance in the form of 
alcohol. Young adults of both sexes, and from a wide range of social backgrounds, are experimenting 
with drugs far more frequently than did their predecessors (Zervogiannis, 2003). The abuse of more 
than one drug is becoming more common among youths and drug abusers; this phenomenon is known 
as poly-substance abuse. Alcohol use is more a part of everyday life; and it is the drug most likely to be 
taken at the same time as another drug (McFadyean, 1997).  
     Substance abuse, also often referred to as the ‘drug scene’, has changed greatly over the last 40 
years (Zervogiannis, 2003). Experimentation with both licit and illicit drugs has since evolved from 
casual experimentation with one narcotic to combining a myriad of different drugs – to obtain a 
synergistic effect (Du Toit, 1991). Poly-substance disorders are on the increase among rehabilitation 
centres (Fourie, 2007; Parry et al., 2006; Plüddemann, Parry & Bhana, 2008).  
     This is due to the increase in the number of abusers who are abusing a wider variety of narcotics in a 
single binge. For the purpose of this study poly-substance dependency will be included. According to 
the DSM-IV-TR (APA, 2000), poly-substance dependency may be defined as behaviour during the 
same 12-month period, in which a person has repeatedly used at least three groups of substances (not 
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including caffeine and nicotine), but no single substance predominated. Furthermore, during this 
period, the dependence criteria must be met for substances as a group, but not for any specific 
substance. For the purposes of this study, substance-use disorders will refer to substance dependency, 
substance abuse and poly-substance abuse.  
     Historically, with both the DSM I and II, if a pre-existing psychotic, psychoneurotic or other 
disorder were aggravated by the intake of alcohol, the underlying condition and not the alcoholic 
psychosis was diagnosed (APA, 1968). According to Skinner, O’Grady, Bartha and Parker (2004), a 
person with a mental health problem has a higher risk of having a substance-use problem; the opposite 
is true for persons diagnosed with a substance-use disorder.  
     A number of researchers (Boyd, Mackey, Phillips & Tavakoli, 2006; Godfrey, 2007; Kleber et al., 
2005; McGovern, Wrisley & Drake, 2005) have researched the issue of co-occurring psychiatric 
disorders and substance-use disorders. Research findings revealed that when other factors are held 
constant, mental illness increases the use of an addictive substance by 20% for alcohol, 27% for 
cocaine, and 86% for cigarettes (Godfrey, 2007).  
     Suicide attempts increase among patients with co-occurring psychiatric disorders receiving 
treatment for a substance-use disorder. The most prevalent of the co-occurring psychiatric disorders are 
depression, anxiety, and personality disorders (Kleber et al., 2005). A person diagnosed with a 
combination of substance-use problems and mental health problems is said to have concurrent 
disorders (Skinner, O’Grady, Bartha & Parker, 2004). For the purpose of this study, substance-use 
disorders are the main focus. Substance-use disorders are now defined.  
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4.3     Definition of Substance-Use Disorders (SUDs) 
     According to the DSM-IV-TR (APA, 2000, p 191), a substance is defined as “a drug of abuse, a 
medication, or a toxin”. A toxin is defined as a substance “used for the purpose of becoming 
intoxicated”. According to the DSM-IV-TR, substance-use disorders (SUDs) are a sub-category of the 
substance-related disorders. SUDs are sub-divided into substance dependency and substance abuse 
(APA, 2000). The term SUDs encompasses numerous substances and disorders (i.e., abuse, 
dependence, intoxication, psychiatric syndromes, withdrawal, and disorders that result from substance 
use (Kleber et al., 2005). For the purpose of this study, the focus will be substance dependency, 
substance abuse, and poly-substance abuse.  
     Substance use is defined as “the ingestion of psychoactive substances in moderate amounts that does 
not significantly interfere with social, educational, or occupational functioning” (Barlow & Durand, 
2005, p. 380). As described in the definition, substance use is not necessarily of a disrupting nature. 
However, substance use can become problematic if the level of the substance being ingested is life 
threatening. Drug use refers to the use of psychoactive substances that affect mood and mentation (the 
ability to think) and general everyday functioning (perceptions, judgments, reality-testing, decision-
making, actions, and responses) (Adrian, 2003).  
     Substance use, as defined by Barlow and Durand (2005), is not disruptive of everyday functioning, 
provided the intake does not exceed problematic levels. Drug use, however, as defined by Adrian 
(2003), affects perceptions and higher cognitive functions, which without explanation is disruptive of 
day-to-day functioning.  
    Widiger and Smith (1994) examined the unclear boundaries of substance use versus substance 
misuse, stating that drug use alone does not necessarily involve a mental disorder. One can choose to 
consume a drug that is harmful to oneself. The use of drug/drugs can develop into a psychological 
disorder only through significantly, repeatedly impaired control in the use of a drug of choice. This 
55 
 
implies that an individual has some control over substance use. However, a goal of “controlled” 
substance use is unrealistic for most individuals, especially for individuals already diagnosed with a 
SUD (Kleber et al., 2005).  
     In addition, Widiger and Smith (1994) examined the diagnostic concepts of substance abuse and 
substance dependency, as provided in the DSM-III, DSM-III-R and the DSM-IV-TR. The review 
examined the principle criterion that forms the bases of substance abuse and substance dependency. 
The dispute among these concepts is as follows: There is no infallible criterion for identifying when a 
person lacks adequate control over the use of a drug, that dyscontrol exists on a continuum, substance 
use dyscontrol shares many formal properties with behavioural dyscontrol in other domains, and the 
diagnosis of a mental disorder should be free of any moralistic connotations.  
     In conclusion, identifying control, dyscontrol in substance use or substance misuse is problematic, 
and should be free of moralistic connotations. Substance dependency and substance abuse are now 
defined.  
 
 4.3.1      Substance Dependency (SD) 
     The term “dependency” in the DSM II, included both psychological and physiological dependence 
(APA, 1968). In the DSM III, the term focused solely on physiological effects and required evidence of 
either tolerance or withdrawal (Widiger & Smith, 1994). According to the DSM-IV-TR (APA, 2000), 
the criteria for Substance Dependency (SD) are listed in Table 2.  
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Table 2 
Substance Dependency (SD) 
A maladaptive pattern of substance use, leading to clinically significant impairment or distress, as 
manifested by three (or more) of the following, occurring at any time in the same 12–month period:  
1. Tolerance, as defined by either of the following:  
a. A need for markedly increased amounts of the substance to achieve intoxication or the 
desired effects.  
b. Markedly diminished effect with continued use of the same amount of the substance.  
2. Withdrawal, as manifested by either of the following: 
c. Characteristic withdrawal syndrome for the substance (refer to Criteria A and B of the 
criteria sets for Withdrawal from the specific substance). 
d. The same (or closely related) substance is taken to relieve or avoid withdrawal 
symptoms.  
3. The substance is often taken in larger amounts or over a longer period than was originally 
intended. 
4. There is a persistent desire or unsuccessful efforts to cut down or control substance use. 
5. A great deal of time is spent in activities necessary to obtain the substance (e.g., visiting 
multiple doctors or driving long distances), use the substance (e.g., chain-smoking), recover 
from effects. 
6. Important social, occupational, or recreational activities are given up or reduced because of the 
substance. 
7. The substance use is continued, despite knowledge of having a persistent or recurrent physical 
or psychological problem that is likely to have been caused or exacerbated by the substance 
(e.g., current cocaine use, despite recognition of cocaine-induced depression, or continued 
drinking, despite recognition that an ulcer was made worse by alcohol consumption). 
                                                                                                                         (APA, 2000, p. 197)     
4.3.2      Substance Abuse (SA)     
      Substance Abuse (SA) did not have a conceptual definition in the DSM III, as it was defined only 
through the process of elimination (Van Hasslet & Kolko, 1992; Widiger & Smith, 1994). According to 
the DSM-IV-TR (APA, 2000), the criterion for diagnoses of substance abuse is listed in the Table 3.  
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Table 3 
Substance Abuse (SA) 
A.  A maladaptive pattern of substance use, leading to clinically significant impairment or distress, as    
      manifested by one (or more) of the following, occurring within a 12-month period: 
1. Recurrent substance use resulting in a failure to fulfil major role obligations at work, school, or 
home (e.g., repeated absence or poor work performance related to substance use; substance-
related absences, suspensions, or expulsions from school; neglect of children or household). 
2. Recurrent substance use in situations in which it is physically hazardous (e.g., driving an 
automobile or operating a machine when impaired by substance use).  
3. Recurrent substance-related legal problems (e.g., arrests for substance-related disorderly 
conduct). 
4. Continued substance use, despite having persistent or recurrent social or interpersonal problems 
caused or exacerbated by the effects of the substance (e.g., arguments with spouse about 
consequences of intoxication, physical fights).   
B. The symptoms have never met the criteria for substance dependency for this class of substance.  
(APA, 2000, p. 199) 
     Substance-use disorders are clearly defined for the purpose of this study. This study intends to 
explore and describe the psychofortology of adults recovering from substance-use disorders. An 
important aspect of substance use disorders is the concept of addiction. The concept of addiction with 
regard to definition and causes is now explored.  
 
4.4     Addiction 
     Substance-use dyscontrol disorders share many formal properties with behavioural dyscontrol in 
other domains, such as pathological gambling (Widiger & Smith, 1994). There are a number of 
addictive behaviours, such as drinking, gambling, smoking, and even addictive relationships (Marlatt, 
Baer, Dovonan & Kivlanhan, 1988). According to Rodgers (1994), everyone engages in addictive 
behaviours to some extent; activities such as eating, drinking, and sexual intercourse are essential to 
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survival and they are behaviours that may begin as mere habits, but later could slide into an addiction. 
Almost anything deeply enjoyable can turn into an addiction (Lemonick & Park, 2007). The very 
nature of the human brain is such that everyone carries the potential to become addicted to something 
(Schafer, 1998).  
     Previously, the term ‘addiction’ was used almost exclusively for substance addiction (Schafer, 
1998). In 1956, the American Medical Association recognized substance addiction as a disease in its 
own right (McDonald, 1994; O’Kelley & Lawrence, 1956).  However, it was not long before experts 
recognized that people can become addicted to certain behaviours, resulting in addictions being 
subdivided into substance addictions and process addictions (Gale, 2005). Substance addictions include 
alcohol and various illicit/licit drugs. Process addictions are addictions associated with food, sexual 
intercourse, gambling, and spending (Garrett, 2002).  
     For the purpose of this study, the focus will be on substance addictions only. While trying to 
understand addictions, it is necessary to examine the causes of addiction. There is a wide range of 
causes of addictions of which some have been explored, according to Rodgers (1994): 
 Addictions are a moral failure or a moral weakness.  
 Addictions are crimes committed by antisocial people.  
 Addictions are the result of self-destruction and low self-esteem.  
 Addiction is a self-control issue. 
 Addiction is the result of personality traits. 
 Addiction is the result of social-learning and conditioned responses. 
 Addiction is genetically predisposed. 
 Addiction is the result of cultural influences, especially those of a poverty-stricken society. 
 Addiction is a disease. 
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 Addiction is the result of a materialistic society. 
 Addiction is the result of the breakdown in family values. 
     These may summarize some of the causes of addiction; however, a combination of these 
explanations is probably closer to the truth than singling out any specific one (Schafer, 1998). An 
exploration into defining addiction follows.    
 
4.4.1    Defining Addiction 
     Most professionals who work in the field of addictions consider them to be a problem, especially 
addiction to a psychoactive drug (Adrian, 2003). Addiction can be defined, according to Coombs 
(2004) as a disease in and of itself, characterized by compulsion, loss of control and continued use in 
spite of adverse consequences. Subsequently, addiction is “a behaviour over which an individual has 
impaired control with harmful consequences” (West, 2001, p. 3).  
     Both definitions clearly indicate that an addiction is characterized by a lack of control, followed by 
destructive consequences. According to Coombs (2004), the primary elements of an addictive disease 
are:  
 Compulsion: Addictive behaviours or the use of a substance in a ritual nature, or automatic use 
in the daily routine of life.  
 Loss of control: The pivotal point in addiction is loss of control. The individual may be able to 
abstain from addictive behaviours or from using a substance for short periods of time, only to 
return to compulsive, out-of-control use.  
 Continued use, in spite of adverse consequences: Addictive behaviours or the use of a substance 
which continues, in spite of increasing problems that may include declined health. 
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     Addiction typically involves initial exposure to a stimulus, followed by behaviours that seek to 
repeat the experience (West, 2001). Using and obtaining the required stimulus takes on an inordinate 
importance in the life of the user, who develops cravings for and who experiences loss of control over 
behaviour related to obtaining the desired stimulus, whether it is drug use or addictive behavioural 
activities (Adrian, 2003). Drug addiction is explored next. 
 
4.4.2     Drug Addiction 
     The term drug dependency or addiction is a general term which is applicable to all types of drug use. 
It carries no implication of the degree of risk to health, or need for any particular kind of drug (Van Der 
Brugh, 1984).  
     Drug addiction is progressive, and it develops over time (Shiffman, 1991). The process is usually 
initiated through experimentation and usually occurs predominantly in social settings (Adrian, 2003; 
McFadyean, 1997). The first step to becoming addicted to a substance is the individual’s repeated use 
of the drug/drugs after initial experimentation (Shiffman, 1991; West, 2001). Addictive behaviours and 
the continued use of intoxicating substances will both lead to a common path of change that results in 
adverse effects on health (Marlatt, Baer, Dovonan & Kivlahan, 1988). 
     Drug-taking is often described as a ‘victimless crime’, as it is a private, self-administered activity 
(McDonald, 1994). However, according to Adrian (2003), drug addiction is an individual behaviour 
that has social effects. Addiction affects other people; but it is also an individual behaviour that is 
controlled at a societal level. Addiction is both a micro- and a macro-social phenomenon. The macro-
level sets the parameters for the individual behaviour, providing access and opportunity, also limiting 
access to addictive illegal substances.  
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     At the micro-level individual behaviour is constrained by the macro-level; however, on a day-to-day 
basis, the addictive behaviour operates on a micro-level. The two levels operate interchangeably to 
form addictive behaviours (Adrian, 2003). 
     There are theorists who propose drug addiction to be an aspect of an individual’s genetic make-up 
or personality (Marlatt et al., 1988; Peele, 1996; Shiffman, 1991; West, 2000). Geneticists have found 
the first few (of what is likely to be many) gene variants that predispose people to addiction, helping to 
explain why only about one person out of ten trying addictive substances actually becomes addicted 
(West, 2000). It is estimated that genetic factors contribute up to 40% - 60% of the vulnerability to drug 
addiction, and the remaining percentage may be attributed to environmental and social factors.  
     Similarly, Li, Mao and Wei (2008) have genetic evidence linking genes and chromosome regions to 
addictions. They have identified 18 statistically significantly enriched molecular pathways, five in 
particular, which share reward pathways and addictive actions to those of drug and alcohol addiction.  
     The traditional psychiatric view of drug addiction believed addiction to be a component of 
personality; hence the term ‘addicted personality type’. This personality type would predispose 
individuals to become addicted to behaviours or substances (Bourne, 1974). However, according to 
Schafer (1998), there is no such term as an ‘addictive personality type’, as research could not validate 
the term and experts could not come to any consensus regarding the term.  
     The more correct term to which one should refer is: ‘addiction-prone’ patterns or processes. The 
alcoholic and the drug addict are maladjusted individuals whose personality patterns constitute 
character disorders (Thorpe, Katz & Lewis, 1961).  A number of researchers (Collins, Burger & Taylor, 
1977; Conner, Zhong & Duberstein, 2004; Eshbaugh, Tosi & Hoyt, 1978; Ruiz, Pincus & Dickson, 
2004; Terracciano & Costa, 2004; Tosi, Eshbaugh, Raines & Murphy, 1986) have attempted to use the 
MMPI and the NEO-PI-R personality inventories to establish a link between personality and drug 
abuse.   
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While efforts to define an ‘alcoholic personality’ have not been entirely successful, there appear to be 
significant similarities in the personality characteristics of most alcoholics and drug abusers (Thorpe, 
Katz & Lewis, 1961). Findings from the NEO-PI-R revealed the following personality characteristics: 
high neuroticism, low agreeableness, high impulsivity, high excitement-seeking stimulation, lack of 
perseverance, and lack of consideration of the consequences of actions (Conner, Zhong & Duberstein, 
2004; Ruiz, Pincus & Dickson, 2003; Terracciano & Costa, 2004).  
     The MMPI has revealed two significant modal profile types of substance abusers: most significantly 
was the configuration associated with heavy drinking, namely, acting out with subsequent guilt and 
remorse, self-blame and projected blame. The typical MMPI profile obtained indicated: anxiety 
reaction with alcoholism in a passive-aggressive personality, depressive reaction with alcoholism, and 
passive-aggressive personality with alcoholism (Collins, Burger & Taylor, 1977; Eshbaugh, Tosi & 
Hoyt, 1978).  
     Tosi, Eshbaugh, Raines and Murphy’s (1986) research clustered three meaningful personality 
subtypes from drug dependent men using the MMPI, namely: character disorder, neurotic character, 
and borderline disorder. Some personality traits most found in alcoholics, according to Thorpe, Katz 
and Lewis (1961) are emotional immaturity, passive-dependency, feelings of inadequacy, repressed 
hostility, unrealistic levels of aspiration, religiosity, severe guilt with lower self-concept, and sexual 
conflicts.  
     Both personality and drug abuse exert an influence on each other. However, different drug 
categories alter the psychological and physiological responses of the individual. Drug classification is 
now explored.   
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4.5     Drug Classification 
     Drug classification involves grouping the substances into general categories, according to their 
psychological and physiological effects on the body. For the purpose of this study, Barlow and 
Durand’s (2005) general categorization of substances of abuse into five categories was used to classify 
addictive substances. These five categories are clearly explained and have facilitated research 
participants’ understanding of their addictions, and aided in the completion of the biographical 
questionnaire administered in the present study.   
     According to Barlow and Durand (2005), drugs may be classified into the following five categories: 
1. Depressants: The primary effect of a depressant is to reduce the levels of physiological arousal 
and aid in relaxation; it results in behavioural sedation.  
2. Stimulants: These substances result in heightened activity and alertness and can elevate mood.  
3. Opiates: The major effect of these substances is to produce analgesia temporarily (reduce pain) 
and euphoria. The word opiate refers to the natural chemicals in the opium poppy that have a 
narcotic effect (relieve pain and induce sleep).  
4. Hallucinogens: These substances alter sensory perception and can produce delusions, paranoia 
and hallucinations.  
5. Other Drugs of Abuse: Other substances that are abused, but do not fit into any one of the 
categories mentioned above. This category includes individuals who use psychoactive drugs for 
their effect on mood, perception and behaviour, despite the obvious negative consequences. 
     The term ‘drugs’ includes legal and illegal substances (Adrian, 2003). Legal substances are coffee, 
alcohol, tobacco, and pharmaceuticals which are usually available on medical prescription, including 
tranquilizers, sedative hypnotics, or stimulants that may be used in a medically sanctioned context and 
not for recreational purposes.  
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     Illegal substances are marijuana, heroin, cocaine, crack and other traditional substances, such as 
psylocibine mushrooms (Adrian, 2003). However, the distinction between legal and illegal substances 
is not the focus of this study; therefore, little division is made between the two. The drug classifications 
proposed by Barlow and Durand (2005) and in related research is now explored in greater detail.  
 
4.5.1     Depressants 
     The primary effect of a depressant is to reduce the levels of physiological arousal and aid in 
relaxation. These substances are among those most likely to produce symptoms of physical 
dependence, tolerance and withdrawal.  This category comprises alcohol, and the sedative, hypnotic, 
and anxiolytic drugs. Sedatives, hypnotics and anxiolytic drugs fall into the category of barbiturates 
and benzodiazepines (Barlow & Durand, 2005).  
     Alcohol is one of a series of chemicals that has a selective depressant effect on the nervous system, 
displaying the principle of dissolution (O’Kelly & Lawrence, 1956). This pharmacological principle 
states that drugs in general will affect higher and more complex structures before affecting lower or 
less complex ones. Alcohol depresses first the cerebrum; and it then works downward to the brain-stem 
level, fortunately producing unconsciousness before the individual is capable of ingesting large enough 
quantities that would have a fatal result (O’Kelly & Lawrence, 1956).    
     Alcohol is the most commonly used depressant and is often mistakenly placed in the category of 
stimulants (Barlow & Durrand, 2005; Thorpe, Katz & Lewis, 1961). This is primarily due to the initial 
effect of large amounts of alcohol consumed. In strong concentrations, alcohol may act as an irritant to 
the surface of the digestive tract. This results in a reflex action, in which breathing becomes deeper and 
the heart rate increases. This takes place before the alcohol reaches the blood stream, thus resulting in 
an initial stimulant reaction (Brannon & Feist, 2000; Thorpe, Katz & Lewis, 1961).   
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   The consumption of alcohol crosses all cultural barriers (Gumede, 1995). The view on alcohol varies 
from culture to culture. Alcohol consumption occurs in the context of religious ceremonial occasions 
(Antonovsky, Hankin & Stone, 1987; Brannon & Feist, 2000). Both African and Western cultures 
approve of the use of alcohol-containing beverages, as part of their culture within the context of family 
gatherings and national festivities. However, both are in agreement that public drunkenness is not 
condoned. In the African cultures, the consumption of beer is customary in religious ceremonies 
(Gumede, 1995).  
     Shebeens, illegal liquor outlets, such as private homes, have become a potent form of defiance 
among South Africans stemming from the apartheid rule (Parry & Bennetts, 1998).  Each culture has in 
itself a set of attitudes and values towards the varying amounts of acceptable alcohol consumption; this 
appears to be characterized by socio-economic status, educational level, religion, and geographical 
location (Brannon & Feist, 2000; Golding, 1982).  A research overview of the category depressants is 
now explored.   
 
4.5.1.1     Research Overview of Depressants 
     According to De Bruyn (1979), alcohol undoubtedly gives rise to South Africa’s biggest 
dependency problem. Of all white persons admitted to registered rehabilitation centres in South Africa 
in 1975, 93.48% were admitted on the ground of alcohol dependence (De Bruyn, 1979). In the twenty- 
first century, alcohol abuse is still recorded as the dominant substance of abuse across all cultures, 
races, age and gender (Plüddemann et al., 2009; Plüddemann, Parry & Bhana, 2008). Alcohol is the 
most common substance of abuse among patients in recovery treatment centres across South Africa.  
     The Eastern Cape revealed that 39% of its total patient intake was admitted to treatment centres for 
alcohol as their primary drug of abuse for the period of January to June 2008. That percentage rose to 
42% recorded from July to December 2008 (Plüddemann et al., 2009). The mean age of patients 
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receiving treatment for alcohol as the primary drug of abuse lies between 35 to 40 years (Plüddemann 
et al., 2008). From the period July to December 2009, 50% of all patients attending treatment centres 
had alcohol as their primary drug of abuse. Alcohol remains the most common substance of abuse 
(Plüddemann et al., 2010).  
     In 2009 most patients attending treatment centres use their primary drug of abuse (in this instance it 
is recorded to be alcohol) at least 2-6 days per week (44%). This is a shift from a recorded daily use in 
the previous period (Plüddemann et al., 2009). In 2010 most patients attending treatment centres used 
their primary drug of abuse (alcohol) on a daily basis (85%) (Plüddemann et al., 2010).  
     Some of the factors influencing drinking behaviour in South Africans are socio-economic status, 
income, employment status, church affiliation, education and urbanization or industrialization 
(Gumede, 1995; Rocha-Silva, 1998). Alcohol consumption is highest among those employed as 
labourers in deep rural areas (Gumede, 1995). Drinking has been found to be more prevalent in the 
informal settlement areas of South Africa (Rocha-Silva, 1998).  
     The category of depressants is a growing concern in the South African context, according to the 
recorded statistics. An exploration into the remaining categories will aid in an understanding of the 
drug phenomenon. The category of stimulants is now explored.   
 
4.5.2     Stimulants  
     Substances in this category cause substance abusers to experience feelings of vigilance and 
heightened awareness, increased energy and elevated mood. Of all the psychoactive drugs used in the 
United States, the most commonly consumed are stimulants. Included in this category are caffeine, 
nicotine, amphetamines and cocaine (Barlow & Durand, 2005). 
     Caffeine is a nervous system stimulant found predominantly in coffee, tea, soft drinks, over-the-
counter analgesics and headache pills. In healthy amounts, caffeine allays drowsiness and fatigue and 
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postpones the onset of sleep, helping to prevent boredom and tiredness that may interfere with manual 
and/or intellectual tasks (McFadyean, 1997). One of the most highly addictive stimulant substances, 
according to Barlow and Durand (2005), is nicotine. 
     Nicotine or nicotiana is the plant from which tobacco is produced. Tobacco is most often smoked, 
but it can be chewed or sniffed (powdered tobacco). Nicotine, when smoked, is absorbed from the 
lungs instantaneously into the blood stream, causing an increase in heart rate, blood pressure, reduced 
appetite, stimulation and neurological arousal (McFadyean, 1997). There are many forms of tobacco 
products, most commonly known as the main ingredient for cigarette smoking, while other forms 
include cigars, smokeless tobacco and pipes (SAMHSA, 2006).  
     Very little is known about the process that underlies the changes in smoking that occur between the 
first use of a cigarette, subsequent regular use and the eventual addictive use. However, the patterns of 
initial tobacco use episodes strongly influence the extent to which the user becomes dependent 
(Tiffany, Conklin, Shiffman & Clayton, 2004).  Nicotine is ranked as the most addictive substance and 
has the highest rate of relapse than any other drug (Barlow & Durand, 2005). These findings clearly 
explain the difficulty in cessation of smoking (Berlin & Covey, 2006). According to Barlow and 
Durand (2005), amphetamines are included in the category of stimulants. 
    Amphetamines are synthetic stimulants which act on the central nervous system to increase neural 
activity in the brain. Most illegal amphetamines are used in the form of amphetamine sulphate. 
Amphetamine sulphate is usually in the form of a white crystalline powder, which is smoked, snorted, 
dissolved in a drink, and injected, or taken in a tablet form (McFadyean, 1997). Amphetamine was 
discovered in Germany in the 1880s and was used as a stimulant and tonic.  
     During World War II, amphetamine was produced in a tablet form to be given to the military troops 
to stay awake and alert. At present, this drug is most commonly known as ‘speed’. The main attraction 
to amphetamines is the increase in metabolic rate and the fact that it gives the user added energy 
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(McFadyean, 1997). Methamphetamine, better known in South Africa as tik, is causing a major 
epidemic among the youth and adults, specifically in Cape Town. This drug is also referred to as ice, 
crystal meth, glass or straw (Parry et al., 2006). Tik is a highly potent amphetamine. It is a colourless, 
odourless glassy rock-like crystal smoked in a light bulb or ‘lolly’. The smoke inhaled stimulates both 
dopamine and serotonin levels, which in large quantities is not absorbed by neurotransmitters in the 
brain, causing it to become toxic, thereby  killing off brain tissue, resulting in subsequent brain damage 
and eventually in retardation (McFadyean, 1997). 
     Another powerful stimulant is cocaine. Cocaine is extracted from the coca plant or shrub found in 
the Andean region of South America. As an illicit drug, it is usually used as a white powder that is 
snorted intra-nasally. It can also be injected or smoked (Barlow & Durand, 2005; McFadyean, 1997). 
Cocaine smoked is the most efficient and fastest means of delivering the drug to the brain in the most 
concentrated doses (Gossop, Griffiths, Powis & Strang, 1992). Cocaine was first used as a topical 
anesthetic for minor surgeries in 1885.  
     Many physicians believed cocaine to be a beneficial cure for excessive alcohol and morphine 
addiction. A famous psychologist, Sigmund Freud was a user of cocaine. However, when he discovered 
how addictive cocaine was he campaigned against its use (Morris & Maisto, 2002). Repeated intra-
nasal use of cocaine damages the membrane lining in the nose, causing the structure to separate the 
nostrils, and then to collapse.  
     Smoking cocaine also results in respiratory problems. It is not highly physically addictive, but can 
build psychological dependency (McFadyean, 1997). A research overview of the category of stimulants 
is now explored.   
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4.5.2.1     Research Overview of Stimulants 
     In 2006, the United States recorded that 29.6% of the population used some tobacco product. The 
rates of tobacco use remained similar from 2002 to 2006. Of the various forms of tobacco products, 
25% were cigarette smokers, 5.6% were cigar smokers, 3.3% were users of smokeless tobacco and 
0.9% were pipe smokers (Parry et al., 2006). According to McFadyean (1997), tobacco products 
contribute to 100,000 deaths every year in the United Kingdom alone, not including the number of 
respiratory irritations, infections, asthma and cancer reports to a medical practitioner.  
     According to Berlin and Covey (2006), the inability to stop smoking has been linked to major 
depression, as measured by the Beck Depression Inventory (BDI) and personality disorders, as 
measured by the Revised NEO Personality Inventory. A BDI score of higher than 10 in smokers who 
do not meet a current diagnosis of major depression, directly predicts the inability to stop smoking. The 
NEO-PI-R indicated that smokers have significantly higher scores for neuroticism, and lower scores for 
extraversion and conscientiousness.  
     Despite the government law against under-age smoking, about 31% of all adolescents are smokers 
(McFadyean, 1997). Madu and Matia (2003) researched illicit drug use among adolescents in the 
Pietersburg area and the Northern Province of South Africa. They found that 10.6% of adolescents 
aged between 15 and 19 years were consumers of tobacco products.  
     According to the South African Community Epidemiology Network on Drug Use (Plüddemann, 
Parry & Bhana, 2008; Plüddemann et al., 2009), Tik is the main substance of abuse among both youth 
and adult patients in treatment centres around Cape Town. Of patients 20 years or younger, 73% 
reported Tik as the primary or secondary substance of abuse. The Eastern Cape reported 28 patients 
registered at SACENDU treatment centres treated for addiction to Tik in 2008.  
     However, most of these patients reside in Cape Town and are treated in Port Elizabeth (Plüddemann 
et al., 2008). In the Eastern Cape, 7% of the patients reported being treated for Tik as their primary 
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substance of abuse. This was recorded for the period July to December of 2008 (Plüddemann et al., 
2009). From the period of July to December 2009, 9% of patients seeking treatment used Tik as their 
primary drug of abuse (Plüddemann et al., 2010).  
     In the United States, there were 2.4 million current users of cocaine reported in 2006, and these 
individuals were aged 12 years or older. These results have remained steady since 2005 (SAMHSA, 
2006). South Africa has seen an increase in the treatment demand for cocaine abuse over the years. The 
Eastern Cape has seen the highest increase of patients receiving treatment for cocaine as the primary or 
secondary drug of abuse since 2004.  
     Port Elizabeth treatment centres reported the usage of crack cocaine for the period July to December 
2008 as 13% (Plüddemann et al., 2009). The number of patients that recorded using cocaine as their 
secondary substance of abuse is 24% in the Eastern Cape (Plüddemann et al., 2009). For the period July 
to December 2009, crack cocaine was reported as 8%; the combined percentages of patients seeking 
treatment for stimulants were 17% (Plüddemann et al., 2010).  
     There were relatively few patients younger than 20 years who recorded cocaine as being their 
primary drug of abuse. The mean age of cocaine abuse across all sites in South Africa was between 27 
and 32 years of age. Cocaine remains predominately a middle-aged white male’s substance of abuse 
(Parry et al., 2006; Plüddemann, Parry & Bhana, 2008; Plüddemann et.al, 2008). The category opiates 
is now explored. 
 
4.5.3     Opiates 
     The major effect of substances in this category is to produce analgesia temporarily (reduce pain) and 
euphoria. The word opiate refers to the natural chemicals in the opium poppy. This plant has a narcotic 
effect (relieves pain and induces sleep). Included in this category are: opium, morphine, and heroin 
(Barlow & Durand, 2005). 
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     Opiates are the group of drugs derived from the opium poppy. Opium seedpod of the opium poppy 
plant originated in Turkey, and later spread west into the Mediterranean and east into India and China. 
Smoking opium became an epidemic in China in the mid 17th century, after the Chinese banned 
tobacco smoking (Morris & Maisto, 2002). Morphine is derived from opium. 
     Morphine is a painkiller used predominantly on soldiers in war settings, administered through a 
hypodermic needle (Morris & Maisto, 2002). Morphine may be found in powder, tablet, liquid or 
ampoule form. Illicit drug users consume morphine by swallowing it in tablet form, drinking it in a 
liquid form, injecting it, inhaling it through a vapour form or even through a suppository (McFadyean, 
1997). Morphine is an effective painkiller from which heroin is easily produced.  
     Heroin is produced from morphine, and is traditionally available in a white powder form 
(McFadyean, 1997). It can be administered through smoking or snorting. However, it is most 
commonly injected directly into the blood stream by syringe, as the most effective means of 
administration. The former routes of administration could easily cause an overdose (McFadyean, 
1997). Heroin has been linked to HIV/AIDS and even with death (Parker, Aldrigde & Measham, 1998). 
This is primarily due to the dangerous means of administration of heroin. Infected needles and 
overdoses are the main causes of death in heroin users (Parker, Aldrigde & Measham, 1998). The 
effects of heroin can last from three to six hours (McFadyean, 1997). A research overview of the 
category opiates is now explored.  
 
4.5.3.1     Research Overview of Opiates 
     Over time, there has been a considerable increase in the treatment demand for heroin as a primary 
drug of abuse in the Western Cape, Gauteng, Northern Province and more recently KwaZulu-Natal. 
There has been an increase in the number of patients in the Eastern Cape seeking treatment for heroin 
as their primary or secondary drug of abuse (Parry et al., 2006). Seven percent of people attending 
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substance abuse clinics in the Eastern Cape for the period July to December 2008 reported heroin as 
their primary substance of abuse. (Plüddemann et al., 2009). In 2010, for the period July to December 
2009, 4% reported using opiates as their primary substance of abuse (Plüddemann et al., 2010). There 
has been a decrease in the number of patients seeking treatment for opiate abuse in the Eastern Cape.   
     Gossop, Griffiths, Powis and Strang (1992) researched two hundred heroin users, and their findings 
revealed that a month prior to the study, 61.5% of participants reported using heroin on a daily basis; 
38.5% of the participants used heroin less frequently than on a daily basis; and only 20% of the 
participants were using heroin three times a week or less. Research on the severity of dependence on 
heroin revealed that the severity of the dependency is determined by the route of administration; heroin 
by injection was associated with a more severe dependency than heroin that was smoked.  
     Heroin has long been known to cause severe dependence in many of its users on a daily basis. A 
common experience of heroin users is feeling out of control, more so than with any other drug of abuse 
(Gossop et al. 1992; McFaydean, 1997). The category of hallucinogens is now explored. 
 
4.5.4     Hallucinogens 
     These substances alter sensory perception and can produce delusions, paranoia, and hallucinations. 
They essentially change the way in which the user perceives the world through sight, sound, feeling, 
taste and even smell. Included in this group are cannabis and LSD (Barlow & Durand, 2005).  
     Cannabis is more commonly known by its street names marijuana, dagga, weed, grass, dope, or 
ganja (McFadyean, 1997). It is derived from the bushy plant called cannabis sativa. It is usually 
smoked either in a cigarette pipe or in a bong (a home-made water pipe which cools down the smoke 
before inhalation) (McFadyean, 1997). Smoking marijuana is reported as a social activity, whereby it is 
smoked most popularly in groups (Du Toit, 1991; Van Der Burgh, 1984). This behaviour strengthens 
the bonds between the users, creating social ties, which may later lead to possible criminal behaviour 
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(Van Der Burgh, 1984). Smoking cannabis in the South African context can be dated as far back as the 
1600s, even before Europeans came to settle in South Africa. Cannabis was used by the indigenous 
people, such as the Khikhoi, San and Bantu tribes. This led the white settlers to associate this drug with 
the black lower socio-economic population (Du Toit, 1991; Gumede, 1995).  
     The effects of cannabis are relaxation, heightened sensory awareness and increased appetite 
(Brannon & Feist, 2000). There appear to be no long-term damages to physical or mental health from 
cannabis use (Brannon & Feist, 2000; McFadyean, 1997). However, recent research suggests that there 
is a link between cannabis use and schizophrenia (Semple, McIntosh & Lawrie, 2005). A more 
powerful hallucinogen with possible long-term health effects is LSD. 
     LSD is a powerful synthetic hallucinogen, which causes shifts in the perception of the outside 
world. The full name for LSD is “lysergic acid diethylamide” (McFadyean, 1997; Morris & Maisto, 
2002). LSD was synthesized by a Swiss scientist, Dr Albert Hoffman, in 1943 (McFadyean, 1997). 
After he ingested it he reported experiencing fantastic pictures and extraordinary shapes with an intense 
kaleidoscope of colours. It was later wrongly thought to be a cure for alcoholism and a painkiller for 
terminal cancer patients (Morris & Maisto, 2002).   
     LSD, also known as acid, tabs, and trips, is a white powdery substance. It is rarely ingested in this 
form, as it is most commonly dropped in liquid form onto blotting paper and swallowed or dissolved 
under the tongue (McFadyean, 1997). A research overview of the category of the hallucinogens is now 
provided. 
 
4.5.4.1     Research Overview of the Hallucinogens 
     According to Van Der Burgh (1984), the following characteristics were found among marijuana 
smokers: they tend to be introverted, socially withdrawn, sentimental, lacking self-insight, emotionally 
unstable, incapable of solving problems, deviate with ease from societal norms, lack responsibility, 
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tense, impatient, depressed and often frustrated. Van Der Burg (1984) researched illicit drug use of 
post-school white male South Africans and reported that marijuana was the most widely used illicit 
drug; approximately two out of every ten respondents reported using it at least once in their lifetime, 
and the initial use was due to experimentation.  
     Overall illicit drug use tended to increase with each passing year. Peer pressure plays a vital role in 
illicit drug use. Young adults are more likely to use and abuse drugs (legal or illicit) if members of their 
peer group also use such drugs (Van Der Burg, 1984). Marijuana was the most commonly used illicit 
drug in the United States among persons aged 12 years or older in 2006 (SAMHSA, 2006).  
     Marijuana is also the most common illicit substance of abuse amongst South African adolescents; 
this is also reflective of the large portion of adolescents seeking treatment for cannabis use (Parry et al., 
2004). According to the South African Community Epidemiology Network on Drug Use (Plüddemann 
et al., 2008), marijuana was the second most commonly used substance in the Eastern Cape in 2008 for 
the period January to June. For the period July to December 2008, the second most commonly used 
substance in the Eastern Cape was Crack cocaine (Plüddemann et al., 2009). Thirteen percent of people 
attending substance abuse clinics in the province for the period July to December 2009 reported using 
cannabis as their primary drug of abuse (Plüddemann et al., 2010).  
     Overall, LSD received very little attention in treatment centres across South Africa. Only 42 patients 
seeking treatment for LSD as the primary drug of abuse were recorded in Gauteng; and 14 patients in 
the Western Cape from July 2007 to May 2008 (Plüddemann et al., 2008). Less than one percent was 
recorded for the period July to December 2008 in the Eastern Cape (Plüddemann et al., 2009). For the 
period July to December 2009, no participants were reported seeking treatment for LSD, as their 
primary substance of abuse (Plüddemann et al., 2010).  
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4.5.5    Other Drugs of Abuse 
     This category is representative of other substances that are abused, but which do not fit into one of 
the other categories discussed earlier. Included in this group are inhalants, anabolic steroids and other 
over-the-counter and prescription medication (Barlow & Durand, 2005).  
      Inhalants or solvents are a practice, whereby products such as aerosol sprays, propellant gases and 
glues are sniffed to attain an intoxicated state. Mind-altering sniffing is not new; this practice dates 
back to ancient Greece, where inhalants were used to stimulate mystical or religious ceremonial 
experiences (McFadyean, 1997). Most of the inhalant products are to be found in everyday homes. 
However, more commonly found in the home are prescription drugs. 
     Prescription and over-the-counter medication plays a vital legitimate role in medical practice. 
Prescription drugs may play a vital role in society; however the use and abuse of prescription drugs 
remains a serious concern (Simoni-Wastila & Tompkins, 2001). The most abused of prescription drugs 
is pain killers (analgesics), and slimming tablets (Parry et al., 2006). A research overview of the 
category of other drugs of abuse is now provided. 
 
4.5.5.1     Research Overview on Other Drugs of Abuse 
     Prescription-type drugs for abuse purposes are reportedly obtained as a main source from family and 
friends, doctors (usually one specific doctor) as the second most prevalent source, and dealers 
(SAMHSA, 2006). Little is known about the various sources of prescription drugs in South Africa. 
     Arnott (2006) researched those factors that lead to premature termination of addiction treatment. 
The results concluded that the most reliable predictor of premature drop-out was the abuse of 
prescription drugs. Developing a tendency to abuse legal psychiatric and general medication seems to 
lower the inhibitions to abuse illicit drugs, resulting in premature drop-out from treatment centres, and 
to inevitable relapse.  
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     According to the South African Community Epidemiology Network on Drug Use (Plüddemann, 
Parry & Bhana, 2008), over-the-counter prescription drug abuse is an issue across all sites in South 
Africa. A reported three percent in KwaZulu-Natal and seven percent in Gauteng of patients had used 
prescription drugs as their primary or secondary drug of abuse. Those who abuse over-the-counter 
medication tend to be women, more so than men, and the mean age of prescription drug abusers is 
between 36 and 43 years (Plüddemann et al., 2008).  
     Inhalants were reported at one percent in the Eastern Cape for the period July to December 2008. 
However, a very high portion of over-the-counter or prescription drug users are females (52%) 
(Plüddemann et al., 2009). In 2010, for the period July to December 2009, no participants indicated 
needing treatment for other drugs of abuse use (Plüddemann et al., 2010).  
 
4.6     Conclusion 
     Historically, the view of SUDs has changed greatly from their first recognition as a personality 
disorder, to their current diagnoses in the DSM-IV-TR (APA, 2000) as a source of substance-related 
disorders. Despite such recognition, the number of increasing abusers is still on the increase. The 
substances being abused have changed and grown more popular among the youth; and more and more 
patients have been seeking treatment from SUDs, making the evidence of addiction more difficult to 
ignore.  
     Addiction, as explored earlier in the chapter, has many probable causes from moral failure to genetic 
disposition. Many researchers have attempted to find the cause of addiction, and have discovered that a 
combination of life circumstances, stressors and responses to situations are all responsible for addiction 
behaviours (Schafer, 1998).  
     Drug addiction operates at both the micro- and macro-levels, with the involvement of both levels 
interacting to accomplish the goal of obtaining the necessary stimulants to feed the ever-growing habit 
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(Adrian, 2003). Research findings reveal alcohol to be the most abused of all substances in South 
Africa (Plüddemann et. al, 2008; Plüddemann, Parry & Bhana, 2008). The following chapter will 
explore the various facets of recovery with regard to substance abuse.   
 
 
Chapter 5 
Recovery 
5.1     Introduction 
      The focus of this chapter is on substance recovery. Firstly, a historical overview of substance abuse 
recovery as a developed programme is explored. An exploration into the definition of recovery, various 
recovery methods, and the models of recovery; and then the models of relapse will be discussed. An 
introspective look into stress in the recovery process, and voluntary or enforced recovery will be briefly 
discussed in this chapter. 
   
5.2     Historical Overview of Substance Abuse Recovery 
     Recovery from alcoholism and drug addiction has taken on many different forms. The important 
implications of the disease concept of alcoholism have brought about an urgent need for treatment. The 
development of treatment has been shaped by various temperance societies; however, none have been 
as profound as the organisation known as Alcoholics Anonymous (AA) (Durrant & Thakker, 2003).              
     In June 1935 the battle against drug addiction in the form of recovery groups began in Akron, Ohio. 
Although many substance abusers had already been individually struggling with their addictive 
behaviour, the first recovery group was formed. Known as Alcoholics Anonymous (AA), the AA first 
consisted of just two members, Bill Wilson and Dr Bob. They were the founders of the well-known AA 
groups (Van Wormer, 1995). Their success in maintaining abstinence from alcohol has led to a 
worldwide recovery phenomenon for all alcoholics.  
     Many recovery programmes have adopted and adapted the principles of the AA programme. The 
AA principles have been the basis for many, if not all, substance abuse recovery programmes, in some 
form or other, especially that of the twelve-step traditions (Van Wormer, 1995). 
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     The fight against drug addiction made its first prominent, public appearance in 1972, with American 
President Richard Nixon openly declaring war against drug addiction; and in conjunction with 
unanimous congress support he provided funds for a community-based drug treatment programme. The 
main objective of this move was to expand the availability of treatment from being strictly 
institutionally based to a more broad-based community focus (McAuliffe & Albert, 1992).  
     In 1975, following President Nixon’s proclamation on drug addiction, the Oxford House of 
community-based approaches was founded by Paul Molloy (Jason, Olson, Ferrari & Lo Sasso, 2006). 
This outpatient approach is embedded in a mutual help-oriented treatment programme for individuals 
seeking delivery from substance-abuse behaviour. This treatment approach was developed out of a 
need for lower-cost, residential, non-medical approaches to substance-abuse recovery. The goal of any 
treatment programme should be the wellbeing of its patients and optimal functioning in society, this 
should ensure that the best is done for the patients at all costs.  
     Recovery has evolved from an in-patient individual approach to an out-patient group approach. Both 
are still openly available to recovering addicts, and both contain effective treatments in their own right. 
For the purpose of this study, both in-patients and out-patients were included under the term recovery. 
Out-patients are discussed in more detail in section 5.3.1.1, while in-patients are discussed in section 
5.3.1.2 of this chapter. Definitions of recovery is now explored. 
      
5.3     Definition of Recovery  
     The term recovery takes on many different meanings within different settings. For the purpose of 
this study, recovery refers to rehabilitation from substance abuse and/or dependency (as defined in 
Chapter Four).  
     The first treatment encounters with substance abuse recovery focused primarily on rehabilitation of 
the individual into society. The term rehabilitation is defined by Vermaak (1979, p. 35) as “a process 
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by which a person is helped to achieve once again his best possible level of functioning…” Similarly, 
according to Lawson (1983, p. 144), recovery depended on “the acquisition of new patterns of 
behaviour”. From these two definitions, it appears that the acquisition of new patterns of behaviour 
would result in a person achieving his/her best possible level of functioning. The term recovery has 
since evolved into a complex holistic approach.  
     According to The Betty Ford Institute Consensus Panel (2007, p. 222), recovery is defined as “a 
voluntarily maintained lifestyle characterized by sobriety, personal health and citizenship”. This 
definition of recovery is characterised by four distinct components, namely: voluntary, sobriety, 
personal health and citizenship. The first component of recovery is voluntary, which refers to the 
patient’s willingness to accept treatment. This aspect of recovery will be addressed in more detail in 
section 5.5 of this chapter.  
     Recovery programmes should conform to the ethical code of conduct to ensure the legal 
responsibility of its patients. However, conflict may occur with regard to voluntary treatment. Patients 
may voluntarily seek treatment for substance-abuse behaviours, or they may be placed in a recovery 
programme by court order. 
     The second component of recovery is sobriety. Sobriety refers to “abstinence from alcohol and all 
other non-prescribed drugs” (The Betty Ford Institute Consensus Panel, 2007, p. 222). Abstinence is an 
effective traditional treatment approach to recovery. However, for some individuals immediate 
abstinence may not be appropriate, especially with regard to opiate recovery (MacMasters, Holleran & 
Chaffin, 2005).  
     The goal of all treatments for all types of legal/illegal drug abuse is ultimately abstinence (Brannon 
& Feist, 2000). Abstinence may appear to be the obvious goal of recovery, especially for patients who 
cannot consume an intoxicating substance even in moderate quantities. However, there has been a 
recent movement away from this traditional approach to a non-abstinence-based approach. This 
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approach allows for the management of moderate levels of consumption of a substance, particularly 
alcohol. This approach was largely due to the health care systems seeking brief intervention strategies 
for substance-abuse behaviours (Van Wormer & Davis, 2008).  
     Personal health forms the third component to recovery. Personal health refers to the “improved 
quality of personal life” (The Betty Ford Institute Consensus Panel, 2007, p. 222). Personal health is 
defined and measured according to physical (physiological fitness and endurance), psychological 
(stable mental state), independence (self- reliance) and spiritual health (a belief in a higher power). 
Health is often considered a movement in a positive direction, and not the absence of diseases or 
substance addiction (Brannon & Feist, 2000).  
     Citizenship is the fourth component to recovery. Citizenship refers to “living with regard and 
respect for those around you” (The Betty Ford Institute Consensus Panel, 2007, p. 222).  
     According to Tangenberg (2005), recovery from a chemical dependency is considered a physical, 
cognitive, spiritual, and emotional process that is influenced by individual and environmental 
circumstances. Recovery as a process implies a series of methods that lead to a lifestyle change over 
time. There are some researchers (Kleber et al., 2005; The Betty Ford Institute Consensus Panel, 2007) 
who maintain that complete recovery of a substance addiction is unachievable. This follows on the 
notion that recovery is a process rather than a completed state, requiring constant daily maintenance.  
     In summary, the goal of recovery is to achieve abstinence, or to reduce the use of a substance in 
frequency and severity, to prevent relapse, and to improve psychological and social functioning (Kleber 
et al., 2005). Treatment methods are now explored. 
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 5.3.1     Treatment Methods       
     Treatment involves assisting patients to change or to eliminate the use of a substance. Treatment 
methods are dependent on the time available for treatment, the setting of treatment and the severity of 
the dependency (Jarvis, Tebbutt, Mattick & Shand, 2005). These factors will affect the choice of 
treatment method. Treatment methods are broadly classified into either in-patient or out-patient 
treatment (Finney, Hahn & Moos, 1996). However, Perkinson (2004) has established several levels of 
treatment methods. The levels are defined as follows: 
1. Level 0.5: Early intervention designed to explore and address problems or risk factors that 
are related to substance use/abuse and the recognition of harmful consequences.  
2. Level I: Out-patient treatment in a non-residential facility or an office run by addiction 
professionals. Treatment can be individual or group interventions, usually fewer than nine 
hours per week. 
3. Level II: Intensive outpatient/partial hospitalization. 
a. Intensive out-patients is a structured day or evening programme with nine or 
more programmes scheduled per week, for example, group counselling. These 
programmes have the capacity to refer patients for medical, psychological, or 
pharmacological needs. 
b. Partial hospitalization includes 20 or more hours of intense programming per 
week. These programmes have ready access to psychiatric, medical, and 
laboratory services. 
4. Level III: Residential/ in-patient services 
a. Clinically managed low-intensity residential services, such as a half-way house. 
b. Clinically managed medium-intensity residential services providing an extended 
care programme oriented around long-term management. 
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c. Clinically managed high-intensity residential services, such as a therapeutic 
community designed to maintain recovery. 
d. Medically monitored intensive in-patient treatment in a residential facility that 
provides a 24-hour, daily structured treatment, monitored by a physician.  
5. Level IV: Medically managed intensive in-patient treatment comprising a 24-hour 
programme with all the resources of a hospital.  
     Intervention methods may be used independently or in conjunction. Combined methods have proved 
most effective with primary high intensity in-patient treatment, followed by secondary low intensity 
out-patient programmes (McKay, 1996). Finney, Hahn and Moos (1996) researched the effectiveness 
of in-patient and out-patient treatment for alcohol abuse. The findings revealed that there is no evidence 
for the superiority of in-patient over out-patient treatment of alcohol abuse or vice versa. However, it 
has been found that particular types of patients can be treated more effectively in in-patient settings.  
     Such patients include those who are considered to be a threat to self and others (Perkinson, 2004).  
There are ethical issues that need to be considered when choosing a treatment intervention. The patient 
has the right to make an informed decision regarding the choice of treatment. Society however, has a 
right to be protected from potentially harmful substance abusers. A conflict often occurs between the 
patient’s rights and the ethical obligations of society (Perkinson, 2004).  
     A patient’s right to choose treatment of any intervention is removed when harm has been inflicted 
on oneself and/or on others. The primary concern for law enforcers is to protect life; and should the 
patient inflict harm on either him/herself and/or another person’s life, his freedom of choice regarding 
treatment facilitates or methods is thus removed; and the court will have the final decision (Young, 
1994). Referrals and voluntary or enforced treatment are addressed in more detail in section 5.5 of this 
chapter. Out-patient treatment is now explored. 
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5.3.1.1    Out-patient  Treatment 
     Out-patient treatment is usually known to be a brief intervention strategy. Out-patient clients 
generally have a shorter history of substance abuse, lower levels of dependency, and stable 
backgrounds (Jarvis, Tebbutt, Mattick & Shand, 2005). Out-patient treatment is effective only if the 
patient is not in need of intense medical attention, which is available in a hospital setting or in-patient 
treatment. It is vital that the patient’s mental status should not preclude the patient from comprehending 
and understanding the programme or participating in the out-patient treatment processes (Perkinson, 
2004). 
     Out-patient treatment, according to Finney, Hahn and Moos (1996, p. 1774), may be defined as 
“interventions provided in settings where recipients do not stay overnight; included are day hospital 
programs, individual and group out-patient treatment, and mutual-help group intervention, such as the 
AA”. Successful out-patient treatment relies predominantly on a sensitive and thorough evaluation of 
the patient’s condition and environment (Mezzich & Shea, 1990).  
     According to Finney, Hahn and Moos (1996), a key advantage to outpatient treatment is the ability 
to intervene directly in the patient’s life situation and environment; this ideally means treating the 
patient in their personal environments, rather than removing him/her from their life circumstances. This 
approach allows a treatment plan to be actively engaged with the patient’s daily life; and it mobilizes a 
helping relationship in the patient’s natural environment.  
     According to Perkinson (2004), out-patient treatment is influenced by internal and external factors. 
Internally, the patient’s readiness and willingness to change substance abuse behaviour patterns is a key 
component in successful recovery. There must be an acknowledgement of the current addiction with 
motivation to participate in treatment (Jarvis, Tebbutt, Mattick & Shand, 2005; Perkinson, 2004). The 
patient should have a low risk of harm to self and/or to others.  
85 
 
     The patient must display a willingness to participate and a desire to remain abstinent (Perkinson, 
2004). Externally, the patient needs an environment that supports his/her choice of abstinence; for 
example, a feasible support system from family and friends. Outpatient treatment centres and treatment 
facilities should be easily accessible to patients to minimize any hindering external factors (Perkinson, 
2004). In-patient treatment is now explored. 
      
5.3.1.2    In-patient Treatment 
     In-patient treatment is essentially an intensified journey to recovery, excluded from external 
environmental influences. The duration of in-patient treatment is usually decided on, according to the 
individual treatment centre’s mission and objectives. In-patient treatment is known to be less cost 
effective than out-patient treatment (Jarvis, Tebbutt, Mattick & Shand, 2005).  
     According to Finney, Hahn and Moos (1996, p. 1774), in-patient treatment can be defined as 
“therapeutic intervention provided in a residential setting where patients stay essentially 24 hours a 
day”. Finney, Hahn and Moos (1996) have summarised four main rationales for in-patient residential 
treatment. Firstly, in-patient treatment removes the patient from perpetuating environmental influences, 
allowing an abstinent rewarding environment.  
     Secondly, treatment is individual with intense application, which also focuses on aftercare treatment 
and relapse prevention. Thirdly, in-patient treatment provides triangular intervention with medical, 
psychiatric care and emotional support. This aspect of treatment is especially effective for patients who 
would otherwise not have had these support systems available. Finally, in-patient treatment highlights 
to the patient the severity of the problem behaviour, more so than would be the case if treatment were 
offered in an out-patient setting. 
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     In-patient treatment is most effective with patients who manifest severe withdrawal symptoms and 
numerous failures in response to past treatment interventions, such as out-patient treatments 
(Perkinson, 2004). Models of recovery are now explored.  
   
      5.3.2     Models of Recovery 
     Treatment options typically encompass a variety of different biological, psychological and social 
approaches that aim to eliminate or substantially reduce the symptoms associated with substance abuse 
and dependency. Different models are sometimes used in isolation; however, more frequently 
combinations of models are used for a successful outcome (Durrant & Thakker, 2003; Tangenberg, 
2005).  
     The term recovery is so often associated with the Alcoholics Anonymous (AA). The AA refers to 
the principles of the twelve-step programme (Tangenberg, 2005). The goal and first aim of the AA 
programme is for all patients to admit and accept that they are powerless to resist alcohol. The second 
step entails believing in a power higher than oneself that can restore them. The AA encourages their 
patients to seek a higher power of their own understanding. Following the subsequent steps of the 
programme requires the patient to embark on a spiritual journey. However powerful the aspect of a 
higher power may be in the twelve-step programme, the programme is also effective with many 
agnostics who do not necessarily believe in a higher power (Perkinson, 2004). According to Robinson 
(1979), the twelve steps of the AA are:  
1. Admitting that one is powerless over alcohol, that one’s life has become unmanageable. 
2. Coming to believe in a Higher Power, One Who is greater than ourselves, and Who can restore 
us to sanity. 
3. Making a decision to turn one’s will and lives over to the care of this Higher Power. 
4. Making a search and a fearless moral inventory of oneself. 
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5. Admitting to a Higher Power, and to ourselves, and to another human being the exact nature of 
our wrongs. 
6. Being entirely ready to have a Higher Power remove all those defects of character.  
7. Humbly asking a Higher Power to remove one’s shortcomings. 
8. Making a list of all persons who were harmed, and become willing to make amends to all of 
them. 
9. Making direct amends to such people, wherever possible, except when doing so would result in 
injury to them or to others. 
10. Continuing to make a personal inventory; and when wrong being prompted to admit it.  
11. Through prayer and meditation, to improve conscious contact with this Higher Power, praying 
only for knowledge of His will for us, and the power to carry that out.  
12. Having had a spiritual awakening, as the result of these steps, carry this message to alcoholics, 
and to practise these principles in all our affairs.  
     The steps of the AA clearly place much emphasis on faith in a higher power and the abdication of 
personal responsibility that is in the hands of this Higher Power. Although there is much emphasis 
placed on a Higher Power, the AA claims to be a passage of spiritual awakening, rather than a religious 
practice (Robinson, 1979).  
     Social work uses the term ‘recovery from a substance addiction’. This typically refers to the twelve 
steps of the AA and the philosophy of the Minnesota Model (MM). This model is adopted from the 
AA’s twelve steps of recovery (Van Wormer & Davis, 2008). The MM is currently the most widely 
used and practised addiction treatment in the United States (Tangenberg, 2005; Van Wormer & Davis, 
2008).  
     This model is typically characterized by a thorough and ongoing assessment of all aspects of the 
recovering individual and all multi-modal therapeutic approaches which would best suit the client’s 
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recovery. It may include group and individual therapy, family education and support, among other 
methods. This model is founded on the assumption that abstinence is a prerequisite for recovery (Jarvis, 
Tebbutt, Mattick & Shand, 2005). According to Tangenberg (2005), this model is based on four key 
elements, namely:  
1. Changing addictive beliefs, attitudes, and behaviours is possible.  
2. A general understanding of the disease concept of alcohol suggests that some individuals are 
physically vulnerable to developing alcoholism and drug addiction.  
3. A belief that total abstinence from all mood-altering chemicals and lifestyle changes is 
necessary for treatment success. 
4. Adherence to the principles of the AA programme is a core requirement. 
     An effective treatment model that is used in treatment centres in the Nelson Mandela Metropole is 
the Matrix Model of out-patient substance-abuse treatment. It was designed by the Matrix Institute of 
Addictions. The model was developed in the 1980s in response to the cocaine epidemic (Obert et al., 
2000). The model incorporates elements of relapse prevention, education, cognitive behavioural 
therapy, the twelve-step support programme of the AA, and family involvement.  
     This approach follows a 16-week schedule of both individual and group sessions, and a continuing 
36 weeks of aftercare (McCann, 2006). The MM is effective for substance-abuse recovery; and this can 
be evaluated by the large number of patients who do not return to substance use (McCann, 2006; Obert 
et al., 2000). A major concern for recovering substance abusers is the high rate of relapse. First-time 
admission to a recovery centre is now explored.  
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     5.3.3     First-Time Admissions to a Recovery Centre  
     The road to recovery has to start at the beginning. For many substance abusers who are serious 
about recovery, they will take the first and most important step towards recovery and will seek external 
assistance. Often it will be from the more profoundly known organisations, such as the AA (Durrant & 
Thakker, 2003). The road to successful recovery is a long and arduous process. 
     According to the South African Community Epidemiology Network on Drug Use (SACENDU), the 
percentage of first-time admitted patients in the Eastern Cape had decreased, when compared with 
earlier periods (Plüddemann et al., 2010). The previous periods from July to December 2008 were 
75%; while the period for January to June 2009 was 65%, showing a ten percent drop. The number of 
first-time admitted patients for the period of July to December 2009 was 55%, this indicates a steady 
decline in first-time admitted patients (Plüddemann et al., 2010). Relapse is now explored.      
  
5.3.4     Relapse 
     Relapse is a concern for a recovering substance abuser and for the recovery centres. The rate of 
relapse is often a measure of treatment success or failure. Relapse is defined by Witkiewitz (2005, p. 
193) as “the process in which an individual who is attempting to change a behaviour experiences a set-
back leading to a resumption of the target behaviour”.  
     According to Marlatt and Gordon (1980, p. 413), relapse is defined as “any discrete violation of an 
imposed rule or set of rules governing the rate or pattern of consumption behaviours”. Both definitions 
cover all forms of possible behavioural relapse, including for example, a person following a strict diet. 
However, substance abuse relapse is clearly identified through an individual’s subsequent 
uncontrollable misuse of a substance (Marlatt & Gordon, 1980).  
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     Jarvis, Tebbutt, Mattick and Shand (2005, p. 222) defined substance abuse relapse as “a return to 
constant and/or heavy use of a substance”. Substance relapse is clearly defined as a revisit to the misuse 
and abuse of a substance. A critical factor to relapse is drug craving.  
     Drug craving is under-developed in most treatment interventions; and it often lacks a clear 
definition from which to assess its existence (Eliason & Amodia, 2007). A drug craving, according to 
Sinha and Li (2007), is an impaired ability to control urges for an addictive substance. Drug craving is 
the “continuum of feelings, thoughts, biochemical or physiological reactions, and responses to drug 
wanting” (Eliason & Amodia, 2007, p. 344).  
     According to Sinha and Li (2007), a major factor that contributes to relapse is stress. Stress is a key 
factor in substance use, abuse and particularly in relapses. Stress in the recovery process is explored in 
more detail in section 5.4 of this chapter. Models of relapse are now explored.  
 
5.3.4.1     Models of Relapse    
     Relapse for a recovering patient is more than often associated with the same old habits, which can 
often be used as warning signs if interpreted correctly (Tyrer, Harrison-Read & Van Horn, 1997). 
Relapse often occurs in recovering patients through old habits, such as revisiting a common place of 
substance abuse (Van Wormer & Davis, 2008).  
     Marlatt and Gordon (1980) described the relapse process, according to the cognitive-behavioural 
model. This model applies to situations in which the individual has voluntarily made a commitment to 
abstinence. The individual has independently set firm rules governing the consumption of the addicted 
substance, thereby establishing a perceived level of personal control. According to the cognitive-
behavioural model, displayed in Figure 4, a high-risk situation poses a threat to the individual’s sense 
of control, and ultimately increases the possibility of relapse.  
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     According to Marlatt and Gordon (1980), detailed accounts of relapse episodes following a 
treatment programme show that the majority of patients resumed consumption of the adverse substance 
due to the presence of powerful interpersonal forces, thus highlighting the importance of social factors 
as determinants of relapse.  
     The cognitive-behavioural model can be understood through the outcome of a high-risk situation. A 
high-risk situation is defined as a circumstance that challenges an individual’s sense of control (Marlatt 
& Gordon, 1980).   
Figure 4: Cognitive-Behavioural Model of the Relapse Process  (Marlatt & Gordon, 1980, p. 425) 
 
     Whether or not a relapse occurs in a high-risk situation is largely controlled by the individual’s 
capacity to engage in an adequate coping response. An effective coping response would usually 
decrease the probability of relapse (Marlatt & Gordon, 1980).  Following an effective coping response, 
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the individual will gain a perception of control or mastery, confidence and self-efficacy, resulting in the 
continuation of the abstinence period. The individual is able to cope successfully with numerous high- 
risk situations due to the perceived control and self-efficacy resulting from the experience of the 
effective coping response.  
     Alternatively, should the individual not be able to cope effectively with a high-risk situation, or 
engage in an appropriate coping response that is without fear or anxiety, in order to avoid a decrease in 
self-efficacy and sense of helplessness, the individual may engage in initial substance use, thereby 
violating abstinence and increasing the risk of relapse. As self-efficacy decreases in the precipitating 
high-risk situations, an individual’s expectation of coping with the high-risk situations decreases too – 
resulting in a complete relapse (Marlatt & Gordon, 1980). The urge to succumb to the effects of the 
substance will increase if the individual has positive expectations about the effects of the substance, 
recalling the effects of the substances in the past and anticipating the same effects in the high-risk 
situation (Marlatt & Gordon, 1980).   
     Sinha (2001) described the relapse process, according to the maladaptive stress response model. 
With this model, regular drug use leads to an initial positive state (high/euphoria) followed by 
sedative/depressant effects, which in turn, result in drug-seeking behaviour and continued use. With 
repeated chronic use, the onset of tolerance and withdrawal occurs, and an increase in drug use and loss 
of control in drug taking results.  
     The occurrence of a stressful event during a period of abstinence may cause a maladaptive stress 
response. This is primarily due to a neuro-adaptation in the brain’s stress and reward circuits formed 
during the period of addiction. This can cause an increase in emotional response and drug cravings – 
resulting in the individual relapsing (Marlatt & Gordon, 1980).  
     According to Marlatt and Gordon (1980), coping with stress is the strongest determinant of relapse. 
The notion that substance abusers have poor coping skills to handle drug cues, craving and stress is the 
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basis for many coping skills-based cognitive behavioural interventions and relapse-prevention 
treatments (Sinha, 2001). Coping and stress are two inseparable forces (Roskies & Lazarus, 1980).   
     Given the significant role that stress plays in the recovery process, it is important to discuss this 
aspect in greater detail. The role of stress in the recovery process is now explored.       
 
5.4     Stress in the Recovery Process 
     The notion that stress leads to drug abuse in vulnerable individuals and relapse in addicts is not new. 
Most major theories (Marlatt & Gordon, 1980; Roskies & Lazarus, 1980) conclude that stress plays a 
vital role in the increase of drug use and in relapse cases (Sinha, 2001). According to Rip (1966, p. 1), 
alcoholism can be understood and defined as “the means of relief from frustration and accompanying 
tension, and that every drinking experience results in loss of motor co-ordination”. This definition of 
alcoholism reflects the notion that alcoholism was, and still is, used as a means of alleviating 
experienced stress or tension.  
     According to Roskies and Lazarus (1980, p. 44), stress is “conceptualized as an ongoing transaction 
and relationship, encompassing a whole series of stimulus, response, altered stimulus, and altered 
response …” In this definition, stress is clearly identified as ever-present and intrinsic to daily living. 
Stress plays a vital role in the abuse and misuse of a substance (Sinha, 2001; Sinha & Li, 2007). 
     According to Sinha and Li (2007, p. 25), stress “commonly occurs in situations that are challenging 
or threatening and the associated responses influence adaptive processes that require self-regulation or 
coping to regain control and to attain the desired goals”.  Stress has been seen as the initial cause of 
substance abuse and as the cause of relapse (Sinha, 2001, Sinha & Li, 2007).  
     Stress has a vital role to play in the misuse and abuse of a substance. Sinha and Li (2007) suggested 
that an adaptive process of coping is needed to better deal with the effects of stress in the recovering 
substance abuser. A research overview of stress in the recovery process is now provided.  
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      5.4.1     Research Overview of Stress in the Recovery Process 
     Sinha (2001) researched the effects of stress on drug abuse and relapse. The findings revealed that 
stress plays a vital role in perpetuating the drug-abuse cycle and relapse. A maladaptive coping 
response leads to a relapse in recovering substance abusers. These findings support the maladaptive 
stress-response model, as proposed by Sinha (2001).  
     Marlatt and Gordon (1980) researched the determinants of relapse and found that coping with stress 
is associated with negative emotional states and interpersonal conflicts and is the primary determinant 
of relapse during recovery. The negative experience of stress outweighs the desire to remain abstinent, 
resulting in relapse for the recovering substance abuser.  
    Weaver, Tuner and O’Dell (2000) researched depressive symptoms, stress and coping among women 
recovering from addiction. The results indicated that stress was a concern during the recovery process. 
However, higher levels of stress were reported before the recovery process as a perpetuating factor to 
initial substance abuse. The patients experienced less stress during recovery than before the recovery 
process began. The recovery process is revealed to be less stressful than continuing in one’s abuse of a 
substance. 
     Stress can be linked to the causes of substance abuse even before the recovery process begins. 
Studies conducted on the topic of substance abuse have documented stress as a precipitating etiological 
variable in the increase of substance misuse or abuse within the South African context (Hawana, 1996; 
Van Niekerk, 1998).            
     Hawana (1996) researched the prevalence of substance use and abuse at a university in the Eastern 
Cape. The findings revealed that stress was a variable in the level of substance use and a reason for 
initial substance use. Research conducted by Van Niekerk (1998) on cannabis use as a social risk factor 
of health in a sample of adolescents in a Durban high school, revealed that cannabis smoking was used 
95 
 
as a means of alleviating experienced stress. It is clear that stress plays a vital role in the use and abuse 
of a substance, both in the initial use and during recovery.  
 
5.5     Voluntary or Enforced Recovery 
     The idea of voluntary recovery places the authority and responsibility in the hands of the patient 
seeking recovery. Within the twelve steps of the AA, the first step requires the patients to admit that 
s/he has an addiction problem, and to make a decision to stop consumption of the addicted substance. 
The first step states: “We admitted we were powerless over alcohol and that our lives had become 
unmanageable” (Robinson, 1979, p. 31). The AA emphasises the importance of the individual’s choice 
and recognition of the substance-abuse problem, in that “the only requirement for AA membership is a 
desire to stop drinking” (Alcoholics Anonymous World Services, 1976, p. 564). In this statement, a 
choice must be made by the recovering alcoholic to mobilize a change of his/her drinking behaviours 
on his/her own accord, thus voluntarily seeking help for substance abuse.  
     Enforced recovery is usually ordered by a court of law. This enforcement is concerned with the 
wellbeing of the recovering substance abuser and others in harm’s way. The right of choice of 
treatment may be evoked should the patient place his/her and/or another’s life in harm’s way 
(Perkinson, 2004). A research overview of recommended treatment is now explored.      
 
      5.5.1      Research Overview of Recommended Treatment 
     According to SANCA (Fourie, 2007), the two main referral resources to treatment centres are self- 
referrals (30%), and family/friends referral (25%). Court referrals formed less than eight percent of the 
referral sources. Similar findings are recorded from SACENDU (Plüddemann et al., 2008); research 
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findings on referrals to treatment programmes reveal referrals by court order to be relatively low, 
accounting for only four percent.  
     In the Eastern Cape, findings revealed that 59% of patients were referred to treatment centres by 
family, friends or self in 2007 for the period of July to December (Plüddemann et al., 2008). According 
to SACENDU (Plüddemann et al., 2010), for the period July to December 2009, the highest referral 
rate was due to doctors/psychiatrists/nurses for health reasons with a percentage of 52%. A major shift 
has occurred, where friends and family had the highest referral rate before 2009. In 2010, doctors and 
general health practitioners had the highest referral rate of substance abusers for recovery programmes.  
 
5.6     Conclusion 
     Historically, recovery from a substance addiction was a solitary battle between the individual and 
the addicted substance. Alcoholics Anonymous has played a most influential part in the approach to 
recovery; their approach is still being used today in many treatment centres.  
     According to The Betty Ford Institute Consensus Panel (2007), recovery should be voluntary and 
categorized by sobriety, personal health and citizenship. Recovery treatment methods are broadly 
classified into two approaches, in-patient and out-patient treatments. Essentially, a treatment method 
that incorporates both approaches appears to have the most success (McKay, 1996).   
     Many models have been employed to ensure successful recovery from a substance abuse. The model 
of choice is often the result of the institution and their approach. 
     Relapse is a major concern for any recovering substance abuser. Stress plays a vital role in the use, 
abuse and relapse of a substance user. Recovery from substance abuse is not always voluntary; 
however, voluntary recovery has stronger outcomes than enforced recovery. Enforced recovery is often 
the only option if or when a person’s life is endangered. The research design and methodology of the 
study is outlined in the next chapter.       
Chapter 6 
Research Design and Methodology 
 
6.1     Introduction 
     The present chapter provides an overview of the research design and methodology used in this 
study. All the aims of the study are described, and an explanation and description of the sampling 
methods is provided. The biographical questionnaire and all four measures employed in this study are 
discussed in detail. Lastly, a depiction of the procedure followed and the data analysis used in this 
study are discussed.  
 
6.2     Primary Aims of the Research 
Primary Aim 
 To explore and describe the psychofortology of adults recovering from a substance-use disorder 
in the Nelson Mandela Metropole.  
Secondary Aims 
1. To explore and describe the coping resources of adults recovering from a substance-use 
disorder. 
2. To explore and describe the sense of coherence of adults recovering from a substance-use 
disorder. 
3. To explore and describe the happiness of adults recovering from a substance-use disorder. 
4. To explore and describe the satisfaction with life of adults recovering from a substance-use 
disorder. 
5. To explore and describe the patterns of coping resources, the sense of coherence, happiness, and 
satisfaction with life of adults recovering from a substance-use disorder.  
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     As this was an exploratory-descriptive study, no hypotheses were stated. Instead, aims were used to 
guide the methodological aspects of the study. The research design is now discussed.  
 
6.3     Research Design 
     A quantitative, non-experimental exploratory-descriptive method was used in this study. In a 
quantitative study the researcher is not expected to add his/her own impressions or interpretations. The 
data collected were scored on pencil-and-paper questionnaires and in a biographical questionnaire 
(Appendix C). Measurements are focused on specific variables that are quantified through rating scales 
and frequency counts.     
     Exploratory studies seek to gain greater understanding of new phenomena (Sekaran, 2003). 
According to Gray (2009, p. 35), the purpose of a descriptive study is “to provide a picture of a 
phenomenon as it naturally occurs”. In the present study, the positive psychological state of adults 
recovering from a substance-use disorder was explored. The conclusions will encourage further studies 
in this field of psychofortology and substance-use disorders.  
     According to Gravetter and Forzano (2006, p. 62), a survey research design may be described as “a 
research study that uses a survey to obtain a description of a particular group of individuals”. Surveys 
present carefully constructed non-threatening questions to the participants, with the objective of 
obtaining self-reported answers on attitudes, opinions, personal characteristics, and behaviours. 
Surveys can collect data indirectly, through written means (Fink, 2003). The advantage of this design is 
that it is not in any way intimidating to the participant. As the topic of this research is focused on 
substance-use disorders, a label often threatening to society at large, the topic must be approached with 
a measure of sensitivity.  
     This study required that the questionnaires be completed at the various centres in the Nelson 
Mandela Metropole. A disadvantage of self-administered questionnaires is that participants might not 
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understand the questions or they may fail to answer all the relevant items. To minimize the impact of 
participants not understanding the questions, the researcher was available during all the testing 
sessions, to answer all queries and clarify any misunderstandings with regard to the study and 
measures. It was made very clear to all the participants through verbal and written means that it is of 
vital importance that they complete all the relevant questions. The participants and the sampling is now 
explored.  
 
6.4     Participants and Sampling 
     For the purpose of this study, non-probability purposive sampling was used. This method is suitable 
for this study, due to the unique characteristics of the population. Purposive sampling is restricted to 
specific types of participants who will provide the desired information necessary for the study to be 
reliable (Sekaran, 2003). Purposive sampling is most effective in narrowing down the sample to 
participants with the most characteristics representative of the target population. All the participants 
were volunteers from recovery centres in the Nelson Mandela Metropole.  
     The advantage of non-probability sampling is that it is much less complicated and less expensive 
than probability sampling. The disadvantages of this technique are that the probability of a person 
being chosen is not known; the researcher generally cannot claim that the obtained sample is 
representative of the larger population; and the researcher has to make his/her own judgment on which 
participants to include in the sample (Babbie, 2005). 
     The target sample size consists of 99 participants. The sample size is the number of units that need 
to be surveyed in order for the findings to be precise and reliable (Fink, 2003). The sample has been 
extracted from five recovery centres in the Nelson Mandela Metropole. Two of the centres are out-
patient based and three of the centres are in-patient based. 
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      For the purpose of this study, the sampling procedure required certain inclusion criteria to increase 
the reliability of the study. The following inclusion criteria were applied.  
 The sample participants had to be in a recovery programme in the Nelson Mandela Metropole,  
 Participants had to have been in the programme for more than 3 – 4 weeks (the patients need to 
overcome the withdrawal stage or detoxification stage, which is in the first two weeks of a 
treatment plan),  
 The participants had to meet the criteria for substance-use disorders and/or poly-substance 
dependence, according to the DSM IV-TR.  
     The use of non-probability sampling decreases the reliability of the study (Sekaran, 2003). In order 
to eliminate this disadvantage as far as possible, the following exclusion criteria for the sample were 
applied:  
 Participants with a history of mental illness that were not induced by substance use.  
 Participants that are currently taking prescribed medication, such as anti-depressants (to reduce 
this factor as a possible confounding variable).  
     Obtaining the correct sample is most important. Measures used for the sample is now explored.  
 
6.5     Measures  
     A number of group-administered, paper-and-pencil measures were utilised for this study. A 
biographical questionnaire, the Coping Resources Inventory (CRI), the Sense of Coherence Scale 
(SOC-29), the Affectometer 2 (AFM-2), and the Satisfaction with Life Scale (SWLS) is now explored.  
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 6.5.1     Biographical Questionnaire 
     The biographical questionnaire obtained essential demographic and background information from 
the participants. This information facilitated the meaningful interpretation of the results. The 
questionnaire has fixed responses and it included the following information: age, gender, marital status, 
employment status, racial group, first-time admissions to the recovery centre, possible relapse episodes 
during recovery, reason for admittance (voluntary), and the preference of drug use and duration 
(Appendix C). The Coping Resources Inventory is now explored. 
 
 6.5.2     Coping Resources Inventory (CRI) 
     Hammer and Marting (1988) developed the Coping Resources Inventory (CRI). It strives to provide 
a tool that identifies resources that are currently available to individuals in their managing of stress. 
The CRI was constructed to place a larger emphasis on resources, as opposed to hindrances (Hammer 
& Marting, 1988).  
     The CRI consists of 60 items that measures resources in five domains, namely: cognitive, social, 
emotional, spiritual/philosophical, and physical. Hammer and Marting (1988) estimated that the 
inventory could be completed in ten minutes. Using a four-point scale, the participants were asked to 
indicate how often they had engaged in the behaviour over a period of six months. The sum of the item 
responses for each scale constitutes the individual scale score. Negatively worded items, i.e six items, 
were reversed before adding the points to the total score for that particular scale.  
     The total score was computed by adding the five individual scale scores together. The higher the 
scaled score, the higher the coping resources the individual has to draw from this will result in better 
coping (Hammer & Marting, 1988).  The CRI can be hand-scored, using a template provided by the test 
developers; however, for the purpose of this study, a computer-developed programme was used.  
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     Each scale has a different number of items; this makes comparisons between the scales impossible. 
Thus, the raw scores are converted to standard scores with a mean of 50 and a standard deviation of 
ten. Approximately 95 percent of the individuals would have standard scores that fall between 30 and 
70 (Hammer & Marting, 1988).  Raw scores are converted to standard scores, by using the CRI tables 
provided. Due to the gender differences in coping resources, separate conversion tables were provided 
for the men and women (Hammer & Marting, 1988).  
     The CRI is suitable for administering to individuals or groups, and it covers a wide range of ages.  
The five domains, according to Hammer and Marting (1988), may be summarized as follows:  
1. Cognitive (COG): This domain measures the extent to which individuals maintain a positive 
sense of self-worth, a positive outlook towards others, and optimism about life in general. An 
example of a statement measuring the cognitive domain is: “I see myself as lovable”. 
2. Social (SOC): This domain focuses on the degree to which individuals are embedded in social 
networks that are able to provide support in times of stress. An example of the questions 
measuring the social domain is: “Do I enjoy being with people?”. 
3. Emotional (EMO): The items in this domain capture the degree to which individuals can accept 
and express a range of emotions. This notion is based on the assumption that an ability to 
express a range of emotions would reduce the long-term effects of stress. An example of the 
questions that measure the emotional domain is: “Can I express my feelings clearly and 
directly?” 
4. Spiritual/Philosophical (SP/PHI): The spiritual domain measures the degree to which 
individuals are guided by stable and consistent values that are derived from religion, familial or 
cultural traditions, or are based on a personal philosophy. An example of the questions that 
measure the spiritual/philosophical domain is: “Do certain traditions play an important part in 
my life?” 
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5. Physical (PHY): This domain questions the degree to which individuals enact health-promoting 
behaviours, which are believed to contribute to increased health and physical wellbeing. An 
example of a question that measures the physical domain is: “Do I exercise vigorously three – 
four times a week?” 
     The reliability and validity of the CRI have been investigated and tested on a number of subjects 
(Hammer & Marting, 1988). With regard to reliability, the item-to-scale correlations achieved fair 
homogeneity per scale; the scale internal consistency, as measured using Cronbach’s alpha, was found 
to be fairly homogeneous; a test-retest reliability, which was investigated over a six-week period, 
proved to be reasonably stable over time (Hammer & Marting, 1988).  
     The validity was found to have scale inter-correlations, as well as predictive, convergent, divergent, 
discriminant and concurrent validity (Hammer & Marting, 1988). The Cronbach alpha for the current 
sample is 0.85 (Table 25). The sense of coherence scale is now explored. 
 
 6.5.3     The Sense of Coherence Scale (SOC-29) 
     This questionnaire was developed by Antonovsky (1993) and assesses the theoretical concept of 
sense of coherence as a global life orientation. The SOC-29 consists of 29-items, whereby the 
participants are asked to select an appropriate response that rates their position on a seven-point 
semantic differential scale. Antonovsky (1993) explicitly warned that the SOC scale measures global 
orientation, and not the components of comprehensibility, manageability and meaningfulness. An 
individual’s sense of coherence is assessed according to these three elements. Each of these elements is 
represented as groups of individual items. The three components are now explored, according to 
Antonovsky (1987, 1996):  
1. Comprehensibility refers to the belief that the environment is structured, predictable and 
explicable; and therefore understandable. It is, thus, the way in which one perceives the internal 
104 
 
and external environments, making cognitive sense of them, and processing the information in 
an orderly fashion. It does not imply a desirable situation, but rather simply the manner in 
which an individual interprets events. It is a cognitive process, with the capacity and experience 
to judge reality and the expectancy of situations or events that can be coped with, regardless of 
the experience. 
2. Manageability concerns the belief that the resources necessary to deal with one’s environment 
are available. This implies that there are resources available for one to draw upon. Some of 
these resources may be under one’s control; others are legitimate such as family, friends and 
past experiences. These resources are manageable in helping one to cope and endure during a 
difficult situation. 
3. Meaningfulness is concerned with the perception that the demands dictated by one’s 
environment are challenges worthy of being taken up and investing in. This refers to the 
importance of the cognitive process in shaping one’s daily experiences. Meaningfulness is the 
motivational aspect of the SOC. 
      These three concepts are intertwined, and they are strongly related to one another. The motivational 
component of meaningfulness seems to be of crucial importance; however, without comprehensibility 
or manageability, it could only be of temporary importance. Comprehensibility forms the next 
important component, which is making cognitive sense of one’s environment. This is by no means 
implying that manageability is an unimportant component; rather it is vital for all three components to 
interact to have a successful and strong SOC (Antonovsky, 1987). 
     Eleven items contribute to comprehensibility, ten to manageability and eight to meaningfulness. 
Scores obtained can range between 29 and 203, where a higher score indicates a stronger SOC. The 
SOC-29 has an internal consistency found to be high, with a Cronbach’s alpha score at 0.93 (Frenz, 
Carey & Jorgensen, 1993). There is substantial evidence that confirms the feasibility, reliability and 
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validity of the SOC-29. The SOC-29 has proven content, face and consensual validity along with 
construct and criterion validity (Antonovsky, 1993).  
     A person’s sense of coherence is said to crystallize at the age of 30 years. For the purpose of this 
study, the researcher has made use of the age group 18-59 years. The SOC-29 has proven successful 
with youths between the ages of 12–20 years in a South African context (Ferreira, 1997; Links, 1999; 
Van der Wateren, 1997). The SOC-29 has also been said to cut across lines of gender, religion, social 
class, and culture. It has been translated into 14 languages and test-retest studies concluded stability 
over time (Antonovsky, 1993; Thekiso, 1999). Wissing and Van Eeden (1997) investigated the validity 
and cross-cultural application of the SOC in South Africa. The scale was found to have adequate 
validity. The Cronbach alpha for the current sample is 0.87 (Table 25). The Affectometer 2 is now 
discussed.  
 
 6.5.4     Affectometer 2 (AFM-2) 
     The Affectometer 2 (AFM-2) is a 40-item scale that measures general happiness, or the sense of 
wellbeing. It does this by determining the balance of positive and negative feelings in recent 
experiences (Kamman & Flett, 1983). It is estimated to take approximately five minutes to complete 
the five-point Likert scale, in which it effectively indicates the quality of life as one being experienced 
on an affective level, with an overall level of wellbeing conceptualized as the extent to which positive 
feelings predominate over negative feelings. The Affectometer 2 (AFM-2) uses the timeframe over the 
“last few weeks”; as this is believed to comprise the sense of wellbeing (in the most global meaning) 
and the choice of a time period that is reasonable to recall (Kamman & Flett, 1983). 
     Participants indicated their answers on the scale that ranges from ‘not at all’ to ‘all the time’. The 
AFM-2 is subdivided into two subscales with 20 items in each subscale. The 20 items consist of ten 
positive and ten negative items on each scale. Positive items, for example, include “My life is on the 
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right track”, while negative items include “I feel like a failure”. The AFM-2 aims to measure Positive 
Affect (PA), Negative Affect (NA) and Positive-Negative Affect balance (PA-NA) (Wissing & Van 
Eeden, 1997). The score on the AFM-2 ranges between zero and 80, with a score of 40 representing the 
neutral point. The mean time to complete the AFM-2 is approximately five minutes (Kamman & Flett, 
1983). 
      According to Kamman and Flett (1983), the AFM-2 has proven to be a reliable and valid measure 
of subjective wellbeing. Research has found an alpha-reliability coefficient ranging from 0.88 to 0.93, 
and this supported the validity of the scale. The Cronbach alpha for the current sample is 0.82 (Table 
25). The Satisfaction with Life Scale is now discussed. 
 
 6.5.5     Satisfaction with Life Scale (SWLS) 
     The Satisfaction with Life Scale (SWLS) was developed to assess satisfaction with a participant’s 
life, as a whole (Pavot & Diener, 1993). The scale does not assess satisfaction with life domains, such 
as finances, but it allows subjects to integrate and weight these domains in whatever way they choose 
(Pavot & Diener, 1993).  
     This five-item Likert scale, ranging from one (strongly disagree) to seven (strongly agree), refers to 
a judgmental process in which individuals assess the quality of their lives on the basis of their own 
unique set of criteria (Pavot & Diener, 1993). The participants specify their general satisfaction with 
life by answering questions such as: “Am I satisfied with my life?” According to Pavot and Diener 
(1993), these items were generated on the basis of the guiding theoretical principle that life satisfaction 
represents a judgment by the participants of their lives in comparison with their own standards.  
     A minimum score of five to nine is indicative of being extremely dissatisfied with life. Scores 
between ten and 14 represent dissatisfaction with life. A score of 15 to 19 represents slight 
dissatisfaction with life. A score of 20 indicates the neutral point on the scale (the respondent is equally 
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satisfied and dissatisfied with life). A score of 21 to 25 represents slight satisfaction with life. A score 
of 26 to 30 represents satisfaction with life, while the maximum score of 35 indicates an elevated 
satisfaction with life. According to Pavot and Diener (1993), most groups fall in the range of 23 to 28, 
which is in the range of slightly satisfied to satisfied with life. The brief nature of the SWLS allows for 
minimal cost and time expenditure.  
     The SWLS has shown strong internal reliability and moderate temporal stability. It reported a 
coefficient alpha of 0.87 for the scale, and a two-month test-retest stability coefficient alpha of 0.82 
(Pavot & Diener, 1993).  The Cronbach alpha for the current sample is 0.80 (Table 25). The procedure 
that was followed for the successful completion of this study is now outlined. 
 
6.6     Procedure 
     The study focuses on the psychofortology of adults recovering from a substance-use disorder. After 
approval from the Ethics Committee (Human) of the Nelson Mandela Metropolitan University and 
Faculty Research Technology Information was obtained, the researcher identified participants in the 
recovery programmes that best suited the sample needs (the description of the sample is discussed in 
section 6.4 of this chapter). Verbal and written consent was obtained from the various rehabilitation 
centres to conduct this research.  
     The co-ordinator of the recovery centre identified suitable participants based on both inclusion and 
exclusion criteria and notified the participants about the nature of the research project. The participants 
gave their consent before engaging in the study; this was initially of a verbal nature, followed by the 
completion of the consent form (Appendix B).   
     Each participant was given a folder containing: a cover letter (Appendix A) briefly explaining the 
nature, purpose and procedure of the study; the informed consent form (Appendix B); the biographical 
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questionnaire (Appendix C); the Coping Resources Inventory (CRI); the Sense of Coherence Scale 
(SOC-29); the Affectometer-2 (AFM-2); and the Satisfaction with Life Scale (SWLS).  
     Included in each questionnaire was a set of clear instructions on how to complete the questionnaires. 
The measures were administered in three-to-four group sessions at the recovery centre at dates and 
times convenient to the centre and the participants. The time needed for the completion of the measures 
was approximately one hour. After completion the participants were required to submit the folder 
containing the completed measures to the researcher.  
     The questionnaires were then scored and the data was captured using Microsoft Excel ®. Thereafter, 
the data were analysed with the assistance of the NMMU Unit for Statistics. A summary report of the 
research results was made available to the participants and the centre co-ordinators. In addition, the 
participants were provided with contact details for psychological counselling services should this have 
been required. Lastly, the data was captured and analysed in accordance with the aims of the study. The 
data analysis chosen for the purpose of this study is now outlined. 
 
6.7     Data Analysis 
      The data were analysed, in accordance with the exploratory-descriptive nature of the proposed 
study. Aims one to four were analysed using descriptive statistics. Descriptive statistics enables a 
researcher to describe the properties of a particular data set (Haslam & McGarty, 2003). The collected 
quantitative data provided the calculation of means, percentages, frequencies and statistical standard 
deviations necessary for the interpretation of the data.  
     The mean is a measure of central tendency; it provides numerical values referring to the centre of 
distribution (Gray, 2009; Runyon, Coleman, & Pittenger, 2000). An advantage of using the mean as a 
measure of central tendency is that it can be algebraically manipulated; it is also the best estimate of the 
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population mean, as compared with other measures of central tendency (e.g. mode, median). A 
disadvantage of using the mean is that it is highly influenced by extreme scores (Gray, 2009).  
    Frequency distribution is one of the most common methods of data analysis, predominantly for 
analysing survey data (Gray, 2009). Frequency is the number of instances a particular response is 
recorded in a class or survey. Often the results of the frequencies are converted and shown as 
percentages.   
    Statistical standard deviations measure the extent to which responses vary from the mean; and these 
are calculated by the variation of the mean. The standard deviation allows for comparisons to be made 
between different parts of the survey and time periods (Gray, 2009).  
     The reliability coefficient was calculated using Cronbach’s coefficient alpha. The Cronbach alpha is 
the measure of internal consistency of each measure. The extent to which a measure is homogeneous is 
its internal consistency (Gray, 2009). According to Nunally (1978), a coefficient alpha of 0.5 can be 
regarded as acceptable for basic research.  
     In terms of the fifth aim, to describe the relationship between the participants’ scores on the coping 
resources, the sense of coherence, happiness and satisfaction with life measures, the Pearson product-
moment correlation was used. Correlation is another word used to describe the measure of association 
or the relationship between the variables (Walliman, 2006). The Pearson product-moment coefficient 
applies when variables are measured on intervals or ratio scales; it provides an objective measure of the 
direction and strength of the relationship between the variables, as reflected in their bivariate frequency 
distributions (Martinez-Pons, 1999).  
     In order to assess the significance of the correlation coefficients computed for the fifth aim, a p 
value of 0.05 is the standard for most psychological research reports (Harris, 1998). Interpretation of 
the significant correlations and their descriptions are established, according to Gray (2009). The 
strength of the association based on the value of a coefficient is as follows: 
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 0.10 – 0.29  Small, low, negligible relationship 
 0.30 – 0.49  Medium, moderate, substantial relationship 
 0.50 – 1.00  Large, very high, dependable relationship 
     Using the Pearson product-moment correlation coefficient, this study intends to explore the 
significance of the relationship between the four measures used to gather the data.  With regard to 
specific correlations examined, the means of the CRI, SOC-29, AFM-2 and the SWLS were analysed, 
as well as the means of the five individual subscales of the CRI (i.e., cognitive, social, emotional, 
spiritual/philosophical and physical) and the two domains of the AFM-2 (i.e., positive and negative). 
Finally, the means of the five subscales of the CRI were correlated with one another to determine any 
particular significant relationship.  
 
6.8     Conclusion 
     The methodology of the study reflects the aims of the study. A non-experimental exploratory-
descriptive survey was used. All the participants were currently in recovery from a substance-use 
disorder; and they voluntarily agreed to participate in the study. The data collected were analysed, 
using descriptive statistics. The relationship between participants’ scores on the four measures was 
interpreted using the Pearson product-moment correlation coefficients. In the following chapter, the 
results of the data analysis are now explored. 
 
 
 
Chapter 7 
Results and Discussion 
7.1      Introduction      
     The results are presented and discussed in this chapter. The first section reports the results and 
presents a discussion of the biographical questionnaire. This chapter presents the results of the four 
measures and the relationships between the measures are presented and discussed.  
 
7.2     Biographical Questionnaire 
     In the following sub-sections, the sample’s demographic details are examined and the results 
obtained are discussed. The sample’s demographic details were obtained from the biographical 
questionnaire (Appendix C). Given the unequal sub-cell sizes obtained in this study, no correlation 
analysis of the demographic variables with the four measures could be undertaken. Percentages have 
been rounded off for all tables. The demographic variables are now explored.  
 
 7.2.1     In-patient or Out-patient Treatment 
     Table 4 reflects the total number of participants in either in-patient or out-patient treatment. All 
participants were diagnosed with a substance-use disorder, and were in recovery for more than three to 
four weeks.  
Table 4  
In-patient or Out-patient Treatment of Sample 
 
Treatment Frequency Percentage 
Out-patient 32 32 
In-patient 67 68 
Total (n) 99 100 
 
     Table 4 indicates that more than half of the participants (68%) were currently being treated for a 
substance-use disorder in an in-patient treatment programme. This is in no way an indication that more 
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patients are treated in in-patient centres than out-patient centres. This simply means that more patients 
from the in-patient centres were willing to participate in the study. Many out-patient participants were 
not willing to volunteer for the study; thus, the results of in-patient and out-patient treatment are 
skewed towards in-patient treatment.   
 
7.2.2     Age 
     The age of participants ranged from 18 to 59 years; age distribution is categorized into intervals of 9 
years. The age distribution of the sample is presented in Table 5.  
Table 5  
Age Distribution of the Sample 
 
Age in Years Frequency Percentage 
>19 6 6 
20-29 51 52 
30-39 24 24 
40-49 13 13 
50-59 5 5 
Total (n) 99 100 
 
     Table 5 indicates that the majority of the participants (52%) were between the ages of 20 – 29 years. 
The second largest category is 30-39 at 24%. In Chapter Three, it was noted that many factors 
contribute to shaping the individual’s SOC, but that by 30 years of age, an individual has been exposed 
to a pattern of life experiences for some years and his/her SOC has crystallized. Therefore, it can be 
assumed that the SOC of the majority of the participants in this study had not yet crystallized. Less than 
one quarter of the sample (24%) were over the age of 30 years and had a SOC that had crystallized. 
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7.2.3    Gender 
     The gender distribution of the participants is indicated in Table 6. Substance-use disorders are not 
inclined to favour any specific gender; therefore, this study has endeavoured to investigate both 
genders. The distribution of gender includes both in-patient and out-patient treatment centres. 
 Table 6  
Gender Distribution of Sample 
 
Gender Frequency Percentage 
Male 80 81 
Female 19 19 
Total (n) 99 100 
      
      Table 6 shows an uneven distribution of gender. The male sample size (81%) is four times greater 
than that of the female sample size (19%). This is largely due to the nature of the treatment centres that 
participated in the study. The in-patient treatment centres are single-sex oriented; the men and women 
are separated from each other. The men’s in-patient facilities are much larger and can accommodate 
more patients. It should also be noted that men were more eager to volunteer for the study than women. 
There is growing evidence, however, that suggests that substance abuse is a growing concern among 
women too (Weaver, Tuner & O’Dell, 2000). 
 
7.2.4     Marital Status 
     The marital status distribution of the participants is indicated in Table 7. The marital status of the 
participants is categorized into six categories. The six categories are: single, married, divorced, 
widowed, remarried and co-habiting.   
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Table 7 
Marital Status of the Sample 
 
Marital Status Frequency Percentage 
Single 66 67 
Married 21 21 
Divorced 6 6 
Widowed 1 1 
Remarried 0 0 
Co-habiting 5 5 
Total (n) 99 100 
 
     Table 7 indicates that more than half the sample (67%) were single during the treatment for a 
substance-use disorder. Twenty-one percent of the sample indicated that they were already married 
before their treatment. In Chapter Three of this study it was noted that social support plays a vital role 
in helping individuals withstand the impact of stressful life experiences. Family and social support of a 
spouse are also long-term predictors of recovery from a substance-use disorder (Hobfoll, 1986; 
Mueller, 1997); and it also plays an important role in coping. According to Antonovsky (1994), in 
order to maintain health and wellbeing, the social environment should be at the heart of an individual. 
Longabaugh (1997) confirmed the importance of social support as a valuable coping resource during 
recovery from a substance-use disorder. Social support is necessary to maintain abstinence during the 
recovery process.  
 
7.2.5     Employment Status 
     Table 8 shows the employment status distribution of the sample. The distribution of employment 
status includes both in-patient and out-patient treatment centres.  
Table 8 
Employment Status of the Sample 
 
Employment Status Frequency Percentage 
Employed 48 48 
Unemployed 51 52 
Total (n) 99 100 
115 
 
      
     Table 8 indicates that the majority of the participants (52%) were unemployed; and 48% were 
employed while undergoing treatment for a substance-use disorder. There is a high number of 
participants who indicated that they were unemployed. This could be due to the larger number of 
participants in in-patient treatment centres. Patients in an in-patient treatment centre are isolated from 
society, and therefore, they do not have any contact outside the treatment centres, nor any means of 
earning an income.  
     However, the percentage of participants that are employed compared to the number of in-patient 
participants suggests that there were in-patient participants who were already employed before their 
treatment. Participants who indicated being employed were primarily seeking treatment through out-
patient treatment centres.  
 
7.2.6     Racial Group 
     Table 9 indicates the racial distribution of the sample. The distribution of the racial groups in the 
sample varied between Black, White, Coloured, and Indian. The distribution of racial groups includes 
both in-patient and out-patient treatment centres. 
Table 9 
Racial Distribution of the Sample 
 
Racial Group Frequency Percentage 
Black 9 9 
White 69 70 
Coloured 20 20 
Indian 1 1 
Total (n) 99 100 
 
     Table 9 indicates that the majority of the sample (70%) comprised White participants. This could be 
a result of the larger number of White in-patient participants who were more willing to participate in 
the study voluntarily.   
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        7.2.7     First-Time Admission to Recovery Centre 
     Table 10 indicates the number of participants who were admitted to a recovery centre for the first 
time. The distribution of the first-time admissions to a recovery centre included both in-patient and out-
patient centres. 
Table 10 
First-Time Admission to Recovery Centre 
 
First-Time Admitted Frequency Percentage 
Yes 42 43 
No 54 56 
Total (n) 96 100 
 
     Table 10 indicates that the majority (56%) of the sample were not first-time admissions to a 
recovery centre. Only 96 participants completed this question on the questionnaires, which may be an 
indication of relapse among the participants. Only 43% of the participants indicated that it was their 
first time at a recovery centre. Relapse is a major factor in recovery from a substance-use disorder; 
thus, this study investigated the recurrence of relapse by investigating participants’ first-time admission 
to a treatment programme.  
     According to the SACENDU (Plüddemann et al., 2010), the number of first-time admissions to 
recovery centres is decreasing. In Chapter Five of this study it was noted that in the period from July to 
December 2009, the recorded first-time admissions to a recovery centre amounted to 55%, the lowest 
recording in four years. The results obtained from this sample support the notion of a decrease in this 
category. The results suggest that the number of substance abusers seeking external assistance is on the 
decrease in the Eastern Cape. Recurring admission to a recovery centre is now discussed. 
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7.2.8     Recurring Admission to Recovery Centres 
     Table 11 indicates the number of recurring admissions to a recovery centre. Recurring admission to 
a recovery centre is categorized into six categories, namely: two, three, four, five and six or more times. 
Participants’ indication of recurring admission to a recovery centre is evidence of one or more relapses.  
Table 11 
Recurring Admission to a Recovery Centre 
 
Recurring Admission Frequency Percentage 
Twice 87 88 
Three times 12 12 
Four times 0 0 
Five times 0 0 
Six or more times 0 0 
Total (n) 99 100 
 
     Table 11 indicates that the majority of the participants (88%) were admitted to the recovery centres 
for the second time; and 12% were admitted for the third time. No participants indicated being in 
recovery for four or more times. Relapse is a major concern for recovering substance abusers. Research 
has shown that a high number of substance abusers inevitably relapse (Jarvis, Tebbutt, Mattick & 
Shand, 2005; Marlatt & Gordon, 1980; Sinha & Li, 2007). 
      According to Marlatt and Gordon (1980, p. 413), relapse is defined as “any discrete violation of an 
imposed rule or set of rules governing the rate or pattern of consumption behaviours”. In Table 11, the 
results indicated that 88% of the participants were admitted for a second time; and 12% were re-
admitted for the third time. 
     The rate of relapse is often the measure used to determine the success or failure of a treatment 
programme. According to Witkiewitz (2005), relapse is the experience of set-backs leading to the 
resumption of a substance addiction. Researchers (Marlatt & Gordon, 1980; Sinha, 2001) have 
proposed working models, in an attempt to understand the relapse process. Marlatt and Gordon (1980) 
explained the relapse process, according to the cognitive-behavioural model.  
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     The first step in the cognitive-behavioural model is the voluntary need to abstain from the substance 
of abuse. The recovering substance abuser has to establish a level of personal control over the addicted 
substance. The cognitive-behavioural model indicates that relapse is the result of exposure to high-risk 
situations. These high-risk situations are explained as social factors and powerful interpersonal forces 
that determine the outcome of the resumption of a substance, particularly among recovering substance 
abusers.  
     According to Marlatt and Gordon (1980), a high-risk situation is defined as a circumstance that 
challenges an individual’s sense of internal control. Many, if not all recovering substance abusers will 
encounter a high-risk situation at some point on the path to recovery. The cognitive-behavioural model 
states that the outcome of this high-risk situation is largely controlled by the individual’s capacity to 
engage in an adequate coping response. An effective coping response would result in the recovering 
individual’s continuation of abstinence.  
     An ineffectual coping response would result in the increased probability of a relapse. The current 
sample had ineffectual responses to high-risk situations and could not cope effectively with life 
stressors. This is reflected in the results obtained from the CRI. 
     Sinha (2001) described relapse as a process of maladaptive stress responses. The maladaptive stress 
response model states that the initial use of a substance leads to a positive, euphoric state of being. The 
individual continues, however, to abuse a substance, in order to achieve such a state. Once an 
individual makes a personal decision to discontinue the use of a substance, the same high-risk 
situations, as mentioned in the cognitive-behavioural model, will occur.  
     It is then the individual’s responsibility to respond to the stressful event accordingly. However, 
Sinha (2001) states that due to the neuro-adaptation in the brain’s reward circuits that were formed 
during the addiction period of a positive, euphoric state, the possibility of an emotional response based 
on previous drug-seeking behaviour can result. It is thus only with the correct coping response that the 
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individual will effectively implement the correct coping response, resulting in continued abstention 
from the addictive substance.  
     In both models, it is clear that a high-risk situation, according to the cognitive-behavioural model, 
and a stressful event, according to the maladaptive stress response model, are the initial causes of 
relapse in recovering substance abusers. Only with the correct coping response can the recovery 
process be truly successful. In accordance with the relapse models and the results obtained from the 
current sample, the following conclusion may be drawn: very few of the recovering substance abusers 
have effective positive coping responses to high-risk stressful situations.  
     It is evident that stress plays a major role in the recovery process, and the outcome of a positive 
coping response is the determinant of successful recovery from a substance-use disorder. In Chapter 
Five stress in the recovery process was explored. The notion that stress leads to vulnerability in 
recovering individuals is not a new concept.  
     The results obtained from this study concluded that 88% of the participants had relapsed twice; and 
12% had relapsed for the third time. According to the relapse models posed by Marlatt and Gordon 
(1980) and Sinha (2001), it may be concluded that this sample did not have the correct coping 
responses to deal effectively with a high-risk stressful situation. This finding is confirmed by the results 
obtained from the CRI. Voluntary or enforced recovery is now explored. 
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7.2.9     Voluntary or Enforced Recovery 
     Table 12 indicates whether the sample is in voluntary or in enforced treatment. This distribution is 
indicated for both in-patient and out-patient treatment centres.  
Table 12 
Voluntary or Enforced Recovery of the Sample 
 
Voluntary Recovery Frequency Percentage 
Yes 66 67 
No 33 33 
Total (n) 99 100 
 
     Table 12 indicates that the majority (67%) of the sample are voluntarily seeking treatment for a 
substance-use disorder. A third (33%) of the sample indicated not seeking treatment voluntarily. Many 
participants in an in-patient treatment centre have been ordered there by court order. The centre has a 
mutual relationship with the court whereby they assist the patients in their recovery from a substance- 
use disorder. 
     Treatment for substance abuse is often not a voluntary choice made by a substance abuser. 
Voluntary recovery requires the individual to take responsibility for his/her actions and to admit to 
problematic substance-abuse behaviour. Within the 12 steps of the AA, which are discussed in Chapter 
Five, the first and most important step towards recovery is for the individual to admit s/he has an 
addiction problem.  
     In Table 12, the number of participants who indicated seeking treatment voluntarily was 67%. More 
than half of the sample reported independently seeking external intervention for an addiction problem, 
taking the first step on the road to recovery. Thirty-three percent of the participants agreed to an 
enforced treatment programme. The participants who had completed this question were also asked to 
indicate the source of their referral. The recommended treatment is discussed in the section that 
follows.  
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7.2.9.1 Recommended Treatment      
     Table 13 indicates recommended treatment of the sample. Participants who admitted to not 
volunteering for recovery from a substance-use disorder were recommended by either one of the 
following categories: family, friends, medical, court and other. The distribution of the recommended 
treatment of the sample includes both in-patient and out-patient treatment centres. 
Table 13 
Recommended Treatment 
 
Recommended Treatment Frequency Percentage 
Family 17 52 
Friends 2 6 
Medical 1 3 
Court 10 30 
Other 3 9 
Total (n) 33 100 
 
     Table 13 indicates that of the 33% of participants who indicated in Table 13 that their recovery was 
not voluntary, 52% of the participants indicated family as the primary reason for their present treatment 
in a recovery centre. Involuntary recovery from a substance-use disorder included both in-patient and 
out-patient treatment centres. Thirty percent of the participants indicated a court order as the reason for 
their treatment. However, it should be noted that many participants in an in-patient treatment centre 
were sent to those specific treatment centres (those who participated in this study) by court order.    
     Similarly, the SACENDU (Plüddemann et al., 2008) findings confirm that the highest referrals are 
those of self, family and friends (53%). The present study confirms the findings of SANCA (2007) and 
SACENDU (Plüddemann et al., 2008), with the two highest reported referrals being participants 
seeking voluntary treatment (67%) and those as a result of family intervention (52%). 
     The findings of this study differ from reports released by the SACENDU (Plüddemann et al., 2010). 
According to these reports, the highest recorded referrals (52%) were by doctors, psychiatrists and 
nurses for health reasons. In the current sample, medical referrals for treatment amounted to a mere 
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three percent. This study’s findings are thus not in agreement with the results of the SACENDU (2010) 
findings. However, this is the opinion of the present researcher. The individuals who entered treatment 
voluntarily may have sort medical referrals.  
     In Table 13, recommended treatment due to court order was 30%. This is primarily due to the fact 
that a large number of the participants in the in-patient treatment centres were ordered by a court to that 
particular rehabilitation centre. The results of recommended referrals by court order were positively 
skewed, due to the agreement between the court and the in-patient treatment centres that participated in 
this study. Duration and type of drug use is now explored.  
 
7.2.10     Duration and Type of Drug Use 
     The duration of substance abuse has proven to be a factor in the severity of the substance abuse. 
Tables 14, 15, 16, 17 and 18 explore the distribution of the sample’s duration of abuse and the type of 
drug use. There are five categories of the type of drug use, according to Barlow and Durand (2005). 
The categories are: depressants, stimulants, opiates, hallucinogens and other drugs of abuse. The 
duration of drug use is further categorized into five time frames: daily, 2-6 times a week, once a week 
or less, not used in the past month, and never.  
     The distribution of the duration and type of drug use includes both in-patient and out-patient 
treatment centres. Of the 99 participants who participated in this study, only 94 participants correctly 
completed this section of the questionnaire. Thus the total number of the sample for this section must 
be calculated as 94 participants, and not 99.   
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7.2.10.1      Duration of Depressants Use 
     Table 14 indicates the frequency of depressant use of the sample  
Table 14 
Duration of Depressant Use 
 
Depressant Use Frequency Percentage 
Daily 28 30 
2-6 Times a Week 24 26 
Once a Week or Less 6 6 
Not Used in Past Month 7 7 
Never 29 31 
Total (n) 94 100 
 
     Table 14 indicates that 31% had never used depressants as their drug of choice, whereas 30% 
indicated using depressants daily. Twenty-six percent indicated using a depressant 2-6 times a week. 
     The primary effect of a depressant is to reduce the levels of physiological arousal and aid in 
relaxation. This category consists of alcohol, sedatives, hypnotics and anxiolytic drugs. The most 
widely abused of these substances is the category of alcohol (Barlow & Durand, 2005).  
     According to De Bruyn (1979), alcohol undoubtedly gives rise to South Africa’s biggest 
dependency problem. Of all White persons admitted to registered rehabilitation centres in South Africa 
in 1975, 93.48% were admitted for alcohol dependence (De Bruyn, 1979). Although these results were 
reported 30 years ago, it is important to note that alcohol or depressant use was a major problem even 
then. Alcohol is still a major problem, as it was the most common substance abused among patients in 
recovery centres in South Africa in 2008 and 2009 (Plüddemann, Parry & Bhana, 2008; Plüddeman et 
al., 2009).  
     The Eastern Cape revealed that 39% of its total patients admitted to treatment centres were primarily 
admitted for alcohol abuse in 2008.  That percentage rose to 42% in the period July 2008 to December 
2008 (Plüddemann et al., 2009). From July to December 2009, 50% of all patients attending treatment 
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centres had alcohol as their primary drug of abuse. In 2010, alcohol remained the most common 
substance of abuse (Plüddemann et al., 2010).  
     Most patients (44%) attending treatment centres use their primary drug of abuse (in this instance, 
alcohol) at least 2-6 days per week. This is a shift from a recorded daily use in the previous period 
(Plüddemann et al., 2009). In 2010, most patients (85%) attending treatment centres used their primary 
drug of abuse daily (Plüddemann et al., 2010).  This study supports the research findings reported by 
SACENDU.  
     Factors that influence drinking behaviour among South Africans include socio-economic status, 
income, employment status, church affiliation, education and urbanization or industrialization 
(Gumede, 1995; Rocha-Silva, 1998). Alcohol consumption is also the highest among those employed 
as labourers in deep rural areas (Gumede, 1995). Drinking has been found to be more prevalent in the 
informal settlement areas of South Africa (Rocha-Silva, 1998). The factors influencing drinking have 
not been explored in this study. The duration of stimulant use is now explored.       
  
 7.2.10.2      Duration of Stimulant Use 
     Table 15 indicates the frequency of stimulant use of the sample.  
Table 15 
Duration of Stimulant Use 
 
Stimulant Use Frequency Percentage 
Daily 34 36 
2-6 Times a Week 13 14 
Once a Week or Less 4 4 
Not Used in Past Month 0 0 
Never 43 46 
Total (n) 94 100 
 
     Table 15 indicates that 46% had never used a stimulant as their choice of drug, while 36% reported 
using a stimulant on a daily basis. Substances in this category cause the abuser to experience feelings of 
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vigilance and heightened awareness, increased energy and elevated mood. Included in this category are 
caffeine, nicotine, amphetamines and cocaine (Barlow & Durand, 2005).  
     According to the SACENDU (Plüddemann, Parry & Bhana, 2008; Plüddemann et al., 2009), Tik is 
the main substance of abuse among both youth and adult patients in treatment centres around Cape 
Town in the Western Cape. In the Eastern Cape, for the period July to December of 2008, only seven 
percent of the patients were treated for Tik as their primary substance of abuse in the Eastern Cape 
(Plüddemann et al., 2009).  
     Results show that in 2010, the percentage increased by two percent. For the period of July to 
December 2009, nine percent of patients seeking treatment used Tik as their primary drug of abuse 
(Plüddemann et al., 2010). Although this study did not explore the breakdown of the various categories 
of stimulants, the results are clear:  stimulant use is a rising concern in the Eastern Cape.  
   For the period July to December 2008, 13% of patients at Port Elizabeth treatment centres were 
admitted for crack cocaine (Plüddemann et al., 2009). The number of patients that recorded using 
cocaine as their secondary substance of abuse was 24% in the Eastern Cape (Plüddemann et al., 2009). 
In the period July to December 2009, crack cocaine accounted for eight percent of patients, while the 
combined percentages of patients seeking treatment for stimulants was 17% (Plüddemann et al., 2010).  
     The percentage of crack cocaine substance abusers seeking treatment seems to be on the decrease, 
from 13% in 2008 to nine percent in 2010. The duration of opiate use is now explored.       
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  7.2.10.3      Duration of Opiate Use     
     Table 16 indicates the frequency of opiate use by the sample.  
Table 16 
Duration of Opiate Use 
 
Opiate Use Frequency Percentage 
Daily 29 31 
2-6 Times a Week 2 2 
Once a Week or Less 0 0 
Not Used in Past Month 3 3 
Never 60 64 
Total (n) 94 100 
 
     Table 16 indicates that the majority (64%) had never used opiates as their drug of choice, while 31% 
reported using opiates on a daily basis. The major effect of substances in this category is to produce 
analgesia (reduce pain), euphoria or to induce sleep. Included in this category are opium, morphine and 
heroin (Barlow & Durand, 2005).  
     Results from the SACENDU reveal that in the Eastern Cape, seven percent of patients were using 
heroin for the period July to December 2008 (Plüddemann et al., 2009). For the period July to 
December 2009, four percent of patients reported using opiates as their primary substance of abuse 
(Plüddemann et al., 2010). There has been a decrease in the number of patients seeking treatment for 
opiate abuse in the Eastern Cape.  
     Research undertaken by Gossop, Griffiths, Powis and Strang (1992) revealed that 61.5% of heroin 
users reported using heroin on a daily basis; 38.5%  used heroin less than daily; and only 20% used 
heroin three times a week or less. This study reveals that the majority of participants (64%) had never 
used heroin, and 31% reported using opiates on a daily basis. The duration of hallucinogen use is now 
explored.       
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7.2.10.4      Duration of Hallucinogen Use 
     Table 17 indicates the frequency of hallucinogen use by the sample.  
Table 17 
Duration of Hallucinogen Use 
 
Hallucinogen Use Frequency Percentage 
Daily 23 24 
2-6 Times a Week 2 18 
Once a Week or Less 0 5 
Not Used in Past Month 3 7 
Never 64 45 
Total (n) 94 100 
      
     Table 17 indicates that the majority (45%) of participants had never used hallucinogens, while 24% 
indicated using hallucinogens on a daily basis. These substances alter sensory perceptions and can 
produce delusions, paranoia and hallucinations. Included in this category are cannabis and LSD. These 
substances essentially change the way in which the user perceives the world around them (Barlow & 
Durand, 2005).  
      According to the South African Community Epidemiology Network on Drug Use (Plüddemann et 
al., 2008), marijuana was the second most commonly used substance in the Eastern Cape in 2008, 2009 
and 2010 (Plüddemann et al., 2008; Plüddemann et al., 2009; Plüddemann et al., 2010). For the period 
July to December 2009, 13% reported using cannabis as their primary drug of abuse (Plüddemann et 
al., 2010).  
     LSD received very little attention in treatment centres across South Africa (Plüddemann et al., 
2008). Less than one percent was recorded for the period July to December 2008 in the Eastern Cape 
(Plüddemann et al., 2009). For the period July to December 2009, no participants reported seeking 
treatment for LSD as their primary substance of abuse (Plüddemann et al., 2010). This study confirms 
the findings of SACENDU, which show that the majority (45%) of the sample had never used a 
hallucinogen. However, this study does not show the growing number of adolescents who are seeking 
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treatment for hallucinogen use (Plüddemann et al., 2009). The duration of other drugs of abuse is now 
explored.  
 
7.2.10.5      Duration of Other Drugs of Abuse  
     Table 18 indicates the frequency of other drugs of abuse by the sample. 
Table 18 
Duration of Other Drugs of Abuse 
 
Other Drugs of Abuse  Frequency Percentage 
Daily 0 0 
2-6 Times a Week 1 1 
Once a Week or Less 0 0 
Not Used in Past Month 2 2 
Never 91 97 
Total (n) 94 100 
 
     Table 18 indicates that the majority (97%) of participants had never used or abused other drugs of 
abuse that are not classified into the previous stated four categories as their choice of drug use. This 
category of other drugs of abuse is representative of the other substances that are abused, but do not fit 
into one of the standard categories. This category includes inhalants, anabolic steroids and other over-
the-counter and prescription medication (Barlow & Durand, 2005).  
     According to the SACENDU (Plüddemann, Parry & Bhana, 2008), over-the-counter prescription 
drug abuse is prevalent throughout South Africa. Women tend to be abusers of over-the-counter 
medication more than men (Plüddemann et al., 2008). SACENDU recorded that 52% of over-the-
counter or prescription drug users are females (Plüddemann et al., 2009). Inhalant abuse was at one 
percent in the Eastern Cape for the period July to December 2008. No participants indicated needing 
treatment for the abuse of other drugs (Plüddemann et al., 2010). This study shows that the numbers of 
participants abusing other drugs is low, with 97% reporting never having abused other drugs. Coping is 
now explored. 
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7.3     Coping  
     Coping is the first component of psychofortology; and it can be conceptualized into two constructs, 
namely: coping resources and sense of coherence. Participants’ coping resources were measured using 
the Coping Resources Inventory (CRI); and the sense of coherence was measured using the Sense of 
Coherence Scale (SOC-29). The following sub-section outlines the sample’s coping resources results 
and the subsequent discussion.  
 
7.3.1     Coping Resources  
     Table 19 indicates the descriptive statistics of the Coping Resources Inventory (CRI) of the sample. 
The CRI was developed by Hammer and Marting (1988).  
Table 19 
Descriptive Statistics of the Coping Resources Inventory (CRI) 
  
Variable M SD Minimum Maximum Range 
Total Coping Resources 
(n=99) 
45.15 10.88 17 71 54 
Cognitive Resources Scale 45.49 11.16 17 69 52 
Social Resources Scale 44.75 9.91 21 67 46 
Emotional Resources Scale 46.04 11.04 16 72 56 
Spiritual/Philosophical 
Resources Scale 
49.93 9.61 22 71 49 
Physical Resources Scale 45.53 9.10 24 66 42 
  
     Table 19 indicates that the mean (M) for the Coping Resources Inventory is 45.15, with a standard 
deviation (SD) of 10.88. The minimum score of the CRI is 17, and the maximum is 71, with a range of 
54. Descriptive statistics were calculated for the five domains of the CRI. The spiritual/philosophical 
coping resources domain indicated the highest mean of 49.93 and a SD of 9.61.  
     According to Hammer and Marting (1988), coping resources are inherent resources that enable 
individuals to handle stressors more effectively, to experience fewer or less intense symptoms on 
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exposure to a stressor, or to recover more quickly from such an exposure. Coping resources are 
assessed during both primary and secondary appraisal stages.  
     In the primary appraisal stage, an individual with high coping resources would be less likely to 
appraise the situation as a stressor. In the second appraisal stage, the individual would assess the 
resources according to the stressors. A higher level of available coping resources would improve the 
individual’s ability to cope effectively with the situation.  
     The total mean for the coping resources scale of the current sample was (M = 45.15). This is only 
marginally lower than the mean of 50 recorded by the CRI (Hammer & Marting, 1988). This suggests 
that the participants perceived themselves as having slightly lower levels of coping resources. With 
regard to South African studies, no specific norm for the CRI of adults recovering from a substance-use 
disorder exists at present.  
     The mean of the spiritual/philosophical sub-scale (M = 49.93) appears to be the closest to the CRI 
norm of 50. The mean of the spiritual/philosophical sub-scale was the highest of all the sub-scales with 
the lowest mean (M = 44.75) being recorded for the social sub-scale. The means of the cognitive, 
emotional, and physical sub-scales were slightly below the mean of 50. This indicated a relatively 
consistent pattern of coping across all the different dimensions. 
     The results indicate that the current sample perceive themselves as having slightly lower levels of 
coping resources. When relating this to the literature findings, it can be speculated that several factors 
might have impacted on the current sample’s coping resources outcome. Research (Hawkins, 1992; 
Sinha, 2001; Van Niekerk, 1998; Weaver, Turner & O’Dell, 2000) has found that the initial abuse of a 
substance is due to a maladaptive coping response to stress. According to a recovering substance 
abuser, the abuse of a substance is a means of coping with life stressors (Spada & Wells, 2006). Winter 
(2001) revealed that recovering substance abusers made significantly less use of all coping resource 
sub-scales. This is indicated in the mean scores falling below 50 for all the sub-scales (Table 19).  
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    The highest mean score obtained by the current sample was for the spiritual/philosophical resources 
sub-scale. This can be linked to the memorandum, according to which the participating centres operate. 
Participants are encouraged to believe in an active higher power operating in their lives. In the AA, the 
second step on the path to recovery is a belief in a higher power who is capable of restoring one’s life 
(Perkinson, 2004). All the participating centres within this sample follow to some degree the traditions 
and principles of the AA, which are reflected in the findings of this study, as the highest mean score 
was the spiritual/philosophical sub-scale.  
     The lowest mean score obtained for this current sample is the social resources sub-scale. This 
finding is a result of the large number of individual participants who are in an in-patient treatment 
centre. At in-patient treatment centres, isolation is a key aspect to recovery (Finney, Hahn & Moos, 
1996). This could explain the low mean score of the social resources sub-scale. However, research has 
shown that social support from family and friends is a vital component of successful recovery (Hobfoll, 
1986; Longabaugh, 1997; Mueller, 1997).  
     Family and social support are predictors of long-term recovery from a substance-use disorder 
(Hobfoll, 1986). A study conducted by Mueller (1997) on community-based resources vital to long-
term recovery from alcoholism, found that participants who had higher levels of friendship and family 
support recovered more successfully than those who did not have this  resource available. The current 
results are supportive of Mueller’s (1997) findings, as the lowest mean in all five domains for the CRI 
of the current sample was the social resources scale.  
     The nature of recovery in an in-patient treatment centre is not conducive to a social support system. 
A large percentage of the current sample (68%) were seeking treatment in an in-patient centre. A social 
support network is vitally important to the recovery process, as it would provide valuable coping 
responses to stressful life circumstances. Social support is a valuable coping resource during recovery, 
and it positively influences abstinence during recovery (Beattie & Longabaugh, 1997).  
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     According to Hammer and Marting (1988), the ability to cope with stress increases with age. The 
majority of the sample (52%) were between the ages of 20-29 years. The current results support the 
findings of Hammer and Marting (1988), as the coping resources of the current sample were marginally 
lower than the established mean of 50. This can be attributed to the relative youth of the current 
sample, who had not yet formed concrete coping resources to cope effectively with stressful life 
circumstances.  
     Hobfoll (1986, 1989) observed that women may have less access to coping resources; and 
consequently, they may experience more stress than men. Research conducted by Weaver, Turner and 
O’Dell (2000), states that stress and coping are the main concerns of women in recovery from a 
substance-use disorder. It appears that experienced stress is a relevant factor in recovery. However, 
higher levels of stress were reported before entering the recovery process.  
     The process of recovery appears to be less stressful than the continuing abuse of a substance. This 
study has not explored stress before or after the recovery process; and thus, it cannot confirm this 
finding. The current sample consisted of 81% males and only 19% females. The observation that 
women have less coping resources as a consequence of inadequate access to coping resources is a 
finding that cannot be explored in this study.  
     One of the aims of this study is to explore coping in the context of a substance abuse. Research has 
revealed that the abuse of a substance is often due to a maladaptive coping response to a stressful 
situation (Hawkins, 1992; Sinha, 2001; Van Niekerk, 1998; Weaver, Turner & O’Dell, 2000).          
     According to Spada and Wells (2006), meta-cognitions of problematic drinkers revealed that nine 
out of ten patients stated using alcohol as a coping strategy to reduce negative emotions or to improve 
moods. The current sample’s mean of 45.15 (which is marginally lower than the established mean of 
50) suggests that the current sample did not have the correct meta-cognition to cope effectively with 
life’s stressful situations, thus resulting in excessive use and abuse of a substance.  
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     Winter (2001) researched personality attributes and the use of coping resources in addicted 
populations, utilising the CRI and the NEO-personality inventory and concluded that participants that 
were addicted to a substance made significantly less use of coping resources overall. There were also 
significantly lower resources utilized in the five domains of the CRI. The current sample supports this 
finding, as all five domains of the CRI were lower than the norm of 50.  
     According to South African studies (Hawana, 1996; Van Niekerk, 1998), stress is frequently a 
precipitating factor in the initial abuse of a substance. This study did not explore stress before the 
recovery process, and thus cannot support this finding. 
     Hawana (1996) researched the prevalence of substance use and abuse at a university in the Eastern 
Cape. The findings revealed that stress was a variable in the level of substance use and abuse. It is 
suggested that the current sample were experiencing feelings of stress with regard to their studies.  
    In Chapter Three, various models of stress and coping were discussed. These models are the 
transactional model, the appraisal model, and the model of the conservation of resources. All three 
models examine the reaction of an individual experiencing a stressful situation and the coping response 
based on the available resources. The transactional model, developed by Lazarus and Folkman (1984), 
viewed coping as a function of both the person and the environment. Both the person and the 
environment are variables that influence appraisals of stressful events, and in a reciprocal relationship 
the appraisals influence both the person and the environment. Abstraction is the created level of the 
transactional model, as both person and environment are joined to form a new relationship.  
     According to the transactional model, coping is the result of the relationship of the person and 
his/her environment. An individual’s exposure to a stressful event causes an internal evaluation process 
to begin. Both the individual and the environment (which is the recovery centre) are factors that 
influence the outcome of the appraised situation.   
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     Lazarus and Folkman (1984) also described the appraisal model. This model states that the 
individual evaluates both primary and secondary appraisal stages, using coping resources from both 
stages to assess a stressful life event; and is thus able to cope with a stressful situation. The appraisal 
process is necessary to survive and flourish, and to distinguish between benign and dangerous 
situations.   
     In the primary appraisal stage, the individual will evaluate an event as relevant or irrelevant 
(Lazarus & Folkman, 1984). This result will determine the level of experienced stress of the event. If 
the situation is considered to be relevant, then the level of stress is decreased and the second appraisal 
stage can then begin (Kleinke, 1991, 1998). The second appraisal stage evaluates self-efficacy in 
coping with the stressful event.  
     The individual must account for the coping options or resources available (Lazarus & Folkman, 
1984). A successful coping response requires the successful implementation of a coping resource. An 
unsuccessful coping response is the result of an incorrect appraisal of the stressful event, and the 
unavailability of effective coping resources (Lazarus & Folkman, 1984).   
     Based on the findings of this study (Table 19), the sample of recovering substance abusers has 
below-average coping resources available. According to the appraisal model, low coping resources will 
result in an ineffective response to a stressful event. It is vital that coping resources be utilized in both 
stages of the appraisal model; should the individual already have the disadvantage of fewer available 
coping resources, an inevitable failure to respond correctly to a stressful event would result. Due to the 
low level of coping resources available to the current sample, the only outcome to a stressful event is 
the inability to cope successfully.  
     The model of the conservation of resources developed by Hobfoll (1989), is primarily concerned 
with resources. This models states that a situation is only perceived as stressful if a resource is in 
danger of being lost. All people strive to retain and build up resources, and when confronted with a 
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stressful situation, an individual will attempt to minimize the net loss of these resources. The current 
sample already has slightly less resources available to them than the average person.  
     According to the conservation of resources model, this sample would strive even harder to protect 
their remaining resources. The Sense of Coherence Scale (SOC-29) is now discussed.  
 
7.3.2     Sense of Coherence 
     Table 20 indicates the descriptive statistics of the Sense of Coherence Scale (SOC-29) of the 
sample. The SOC-29 was developed by Antonovsky (1987), and this measure is also known as the 
Orientation- to-Life Questionnaire.  
Table 20 
Descriptive Statistics of the Sense of Coherence Scale (SOC-29) 
 
Variable M SD Minimum Maximum Range 
Sense of Coherence  
(n = 99) 
123.83 24.91 73 177 104 
 
     Table 20 indicates that the mean (M) for the Sense of Coherence Scale is 123.83, and the standard 
deviation (SD) is 24.91. Before addressing the findings of the present study with regard to the SOC-29, 
it is necessary to refer to the literature concerning the SOC construct in Chapter Three. Antonovsky 
(1987) described the sense of coherence as a means to maintain successful coping, regardless of 
constant exposure to stress. It is a personal resource, which is not only critical, but indispensable in the 
personality structure of each individual.  
     A person with a strong SOC would choose the most effective resources and coping strategies, and 
would confront the stressful situation; whereas a person with a weak SOC would focus only on the 
overwhelming circumstances (Antonovsky, 1987). Antonovsky describes the real strength of a person’s 
high SOC as the mobilization and utilization of resources. These resources are known as general 
resistance resources (GRRs).  
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     The sense of coherence can be shaped, reinforced and modified throughout the course of an 
individual’s life. However, the sense of coherence is said to crystallize in early adulthood around the 
age of 30 years.  
     Table 20 reflects the mean findings of the SOC of the current sample and provides information 
regarding the coping abilities of this sample. Antonovsky (1987) did not provide standard scores or 
normative samples for the SOC-29. However, a number of published studies exist that provide 
normative data for a variety of samples. It appears that the mean (M = 123.85) for the current sample is 
high average.  
     This indicates that individuals in the current sample have a high average SOC. With regard to South 
African studies, no specific norms for the SOC of adults recovering from substance-use disorders exist 
at present. However, the statistical information provided in Table 20 will be tentatively compared to 
those obtained in similar research studies, as discussed in Chapter Three. 
     McSherry and Holm (1994) researched the psychological and physiological responses of 
individuals, according to Antonovsky’s SOC. The findings revealed that, the lower the SOC, the less 
likely an individual is to appraise and cope with a stressful situation. The current sample obtained a 
high average score in the SOC which suggests that the participants are capable of appraising and 
coping adequately in certain stressful situations.  
     A review of the South African study by Levert, Lucas and Ortlepp (2000) regarding the SOC of 
psychiatric nurses revealed that exposure to violence, crime and an uncertainty regarding the South 
African economy, lowered the SOC scores. This is not measured in the current study. 
     Antonovsky (1987) maintained that a person’s SOC is likely to crystallize around the age of 30 
years. The current sample had a mean age of 30.37 years.  This could mean that a large portion of the 
sample were at the age when their SOC would normally begin to crystallize. This could account for the 
sample’s mean of 123.83, reflecting a high average mean.  
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     The current findings therefore confirm Antonovsky’s findings of the SOC crystallizing around the 
age of 30 years. However, according to Antonovsky (1987), the SOC may still be changeable after the 
age of 30 years, with changes in life patterns and life experiences. The current sample was facing a 
major transition stage in their lives, having to undergo intense life changes, in order to achieve a full 
and successful recovery from a substance-use disorder. Therefore, a change in the SOC might be 
expected during or after the recovery period, but this is not measured in the current study.   
     The mean obtained by Wissing and Van Eeden (1997) in their study of a South African mixed 
sample group (M = 136.52; SD = 21.68) was relatively higher than that of the current sample. Wissing 
and Van Eeden’s (1997) study had a much larger sample (n = 550), with the majority of the sample 
falling within the 18-35 year age group. The sample was also not tested for a specific stressor, which 
makes comparisons with the current sample impossible. However, substance abuse was found to 
correlate negatively regarding psychological wellbeing. It appears that the abuse of a substance could 
lower one’s SOC, however, this is not evident in the results of the present study. The participants’ 
current involvement in a treatment recovery programme could have enhanced their level of wellbeing. 
The overall mean for the current sample reflects a higher than average SOC. 
     Nilsson, Starrin, Simonsson and Leppert (2007) developed a SOC-alcohol intoxication model. The 
model compares the relationship between the SOC score and alcohol-related behavioural problems. 
The findings reveal that the higher the alcohol-related behavioural problems, the lower the SOC. The 
high average mean score of the SOC-29 of the current sample suggests that participants have low 
alcohol-related behavioural problems, as the current sample is in the process of recovery and 
participants were abstaining from all substances of abuse. The current sample confirms the SOC-
alcohol intoxication model.  
     Andersen and Berg (2001) used the SOC-9 scale to research the relationship between SOC, drop-out 
rates, and mortality rates of patients recovering from a substance-use disorder. According to their 
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findings, drop-out rates were negatively correlated with SOC. Patients with an average score on the 
SOC scale (65%) were likely to drop out of the recovery programmes, while patients with a low SOC 
had a much higher percentage of drop-outs from the recovery programmes. The mortality rate of 
patients after being admitted to the centre was 11.7%.  
     Andersen and Berg’s (2001) study had many different variables, which make comparisons with the 
current sample very difficult. Mortality rates cannot be measured or deduced from the current sample. 
A follow-up study would provide more accurate results.  
     Glanz, Maskarinec and Carlin (2005) researched the relationship between SOC and tobacco use 
among adolescents. The findings concluded that adolescents with a high SOC score were better 
prepared to cope with peer pressure, and were less tempted to experiment with tobacco than 
adolescents with a low SOC. It should be noted that the mean age of the current sample is 30.37 years. 
The initial reason for the abuse of a substance is unknown in the current sample, and would require 
further research. According to Glanz, Maskarinec and Carlin (2005), of the three components of the 
SOC, manageability proved to be the strongest predictor of smoking behaviour. Therefore, the more 
effectively a person can interpret a stressful situation as manageable, the less likely a person is to abuse 
a substance. Subjective wellbeing is now explored. 
 
7.4     Subjective Wellbeing 
     Subjective wellbeing forms the second component of the construct psychofortology and it can be 
sub-divided into happiness and satisfaction with life. Participants’ subjective level of happiness was 
measured using the Affectometer-2 Scale (AFM-2) and satisfaction with life was measured using the 
Satisfaction with Life Scale (SWLS). The following sub-section outlines the current sample’s results of 
the Affectometer-2 Scale.  
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   7.4.1      Happiness 
     Table 21 indicates the descriptive statistics of the Affectometer-2 Scale of the sample. The AFM-2 
was developed by Kammann and Flett (1983).  
Table 21 
Descriptive Statistics of the Affectometer-2 (AFM-2) 
 
Variable M SD Minimum Maximum Range 
Affectometer -2  
(n = 99) 
19.24 23.12 -45 65 20 
Positive Affect 
(PA) 
53.85 11.82 16 78 62 
Negative Affect  
(NA) 
-34.61 13.95 -10 -66 -56 
 
     Table 21 indicates that the mean (M) for the Affectometer-2 is 19.24, with a standard deviation (SD) 
of 23.12. The minimum score of the AFM-2 is -45 and the maximum is 65, with a range of 20.  
     Before addressing the findings of the present study with regard to the AFM-2 scale, it is necessary 
to refer to the literature concerning the construct of happiness as discussed in Chapter Three. Happiness 
is described as the positive judgmental outcome when an individual weighs the positive versus the 
negative affect and is considered to comprise the harmonising of one’s desires and goals (Diener, 
1984). Therefore, happiness can only be determined through the balancing of positive and negative 
feelings in recent experiences (Kammann & Flett, 1983).  
     The Affectometer-2 Scale assesses the quality of life on an affective level, making use of the 
timeframe over the ‘last few weeks’, which keeps the experiences recent. Overall wellbeing can be 
conceptualized as the extent to which positive feelings predominate over negative ones.  
      Table 21 reflects the mean findings of the AFM-2 of the current sample and provides information 
regarding the happiness of this sample. Kammann and Flett (1983) did not provide standard scores or 
normative samples for the AFM-2 of a sample of adults recovering from substance-use disorders. 
However, a number of published studies provide normative data for a variety of samples (Carr, 2004; 
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Diener, 2000; Myers, 1995, 2000). With regard to South African studies, no specific norms for the 
AFM-2 of adults recovering from a substance use disorder exist at present.  
    The present sample’s affective mean score on the AFM-2 was 19.24, with a standard deviation of 
23.12. The mean was found by subtracting the positive affect (PA = 53.85) from the negative affect 
(NA = -34.61), resulting in a positive outcome (M = 19.24). This indicates that the current sample has 
more positive affect than negative affect - which, according to Kammann and Flett (1983) results in 
happiness. However, a greater difference would be the result of true general happiness and a sense of 
wellbeing. It may be concluded that the current sample of adults recovering from a substance- use 
disorder perceive themselves as being happy. The statistical information provided in Table 21 will be 
tentatively compared to those obtained in similar research studies, as discussed in Chapter Three. 
     Diener (2000) and Myers (1995, 2000) researched the connection between wealth and wellbeing. 
Their findings concluded that there is a positive correlation between wealth and wellbeing. Wealthy 
people reported being happier than poor people. This suggests that having your needs met results in 
happiness. With regard to the current sample, individual financial standings were not measured.  
However, four of the five centres that participated in the study are government-subsidized and rely on 
charity to provide for their patients’ needs. It can thus be suggested that the participants of the current 
sample are not wealthy enough to pay for their own recovery; and therefore, the low difference 
between PA and NA could be a result of financial difficulties. 
     Carr (2004) and Myers (1995) researched the relationship between marriage and happiness. The 
findings reported a positive correlation between happiness and marriage. Both men and women 
reported being happier married than single; it appears that the benefits of marriage, such as intimacy 
and role-identity play a vital role in general happiness and subjective wellbeing. Of the current sample, 
66 were single, 21 were married, six were divorced, one widowed and five were co-habiting at the time 
of recovery.  
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     The positive outcome (M = 19.24) could be the result of the number of participants indicating that 
they were more happily married during recovery and those who indicated that they were co-habiting, 
this may have skewed the results positively. Limited information is available with regard to general 
happiness and subjective wellbeing during recovery from a substance-use disorder.   
     The various models of happiness explored in Chapter Three are the dynamic equilibrium model, the 
adaptation theory, and the hedonic-treadmill model. According to the dynamic equilibrium model of 
happiness (Headey & Wearing, 1989), a person appears to have baseline moods in the positive range; 
and each individual, having his/her own baseline of happiness, would return to this position each and 
every time. These baselines are often predictable in people with stable characteristics. Therefore, 
favourable events would seem to increase one’s sense of happiness, while unfavourable events would 
lower one’s subjective wellbeing. The positive outcome (M = 19.24) of the current sample is an 
indication of positive baseline happiness. Therefore, it may be concluded that regardless of the 
circumstances of recovery, individuals in recovery are happy.  
     Similarly, the adaptation theory developed by Brickman and Campbell (1971) states that over time 
an individual adapts to even the most extreme positive and negative life circumstances, and will return 
to his/her own baseline. The positive outcome of the current sample of adults recovering from a 
substance-use disorder reveals that participants are happy during the recovery process.   
     The hedonic-treadmill model (Diener, Lucas & Scollon, 2006) suggests that both good and bad 
events affect happiness temporarily. The individual is able to adapt quickly to the environment, and 
then return to a neutral state. According to Seligman (2002), the hedonic treadmill model is a barrier to 
happiness, as it can cause inevitable adaptation to good (favourable) events, and eventually these events 
would be taken for granted.  
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     The positive outcome of the current sample shows how individuals undergoing intense changes in 
their circumstances are able to find happiness, even during the recovery process. Satisfaction with Life 
Scale (SWLS) is now explored. 
   
7.4.2      Satisfaction with Life 
     Table 22 indicates the descriptive statistics for the Satisfaction with Life Scale (SWLS) of the 
sample. The SWLS was developed by Pavot and Diener (1993).   
Table 22  
Descriptive Statistics of the Satisfaction with Life Scale (SWLS) 
     
Variable M SD Minimum Maximum Range 
Satisfaction with Life  
(N = 99) 
19.70 7.65 5 35 30 
 
     Table 22 indicates that the mean (M) for the Satisfaction with Life Scale is 19.70 with a standard 
deviation (SD) of 7.65. Before addressing the results of the Satisfaction with Life Scale (SWLS) of the 
current sample, it is necessary to refer to the literature concerning the construct of satisfaction with life, 
which was discussed in Chapter Three. Pavot and Diener (1993, p. 164) define satisfaction with life as 
the “the judgmental process, in which individuals assess the quality of their lives on the basis of their 
own unique set of criteria”.  
     The SWLS was developed to assess the satisfaction with one’s life as a whole. In order to explore 
this finding, it is necessary to compare one’s perceived life circumstances with a self-imposed standard 
or set of standards. Therefore, satisfaction with life is a cognitive judgment of the quality of one’s life 
(Strack, Argyle & Schwarz, 1991).  
     Table 22 reflects the mean of SWLS for the current sample of adults recovering from a substance-
use disorder. Pavot and Diener did not provide standard scores or normative samples for the SWLS for 
the current sample; however, general international research (Pavot & Diener, 1993) has found a mean 
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for the SWLS to be 23.5, with a standard deviation of 6.43. A South African study, conducted by 
Wissing and Van Eeden (1997), investigated the satisfaction with life of a mixed South African sample 
of both males and females ranging between the ages of 18 to 65 years and found a mean of 23.45 and a 
standard deviation of 6.32.  
     The current sample indicated a mean of 19.70 and a standard deviation of 7.65. The present sample 
scored marginally lower than that of the above-mentioned studies, with a higher standard deviation. 
These results indicate that the present sample perceive themselves as having an average level of 
satisfaction with life. However, the statistical information presented in Table 22 can be tentatively 
compared to those obtained in similar studies, as discussed in Chapter Three.  
     Csikszentmihalyi (1990) stated that having a career or being employed is positively related to 
satisfaction with life. Being able to positively contribute to one’s environment is satisfying and creates 
a sense of identity. Similarly, Oishi, Diener and Suh (1999) reported that satisfaction with life is 
strongly linked to the degree of success of each individual, even though individuals differ in their level 
of perceived success.  
     More than half of the participants in the current sample (52%) were unemployed. This could be 
largely attributed to the manner in which treatment during recovery is conducted. In-patient treatment 
centres operate on a strict isolation process. The patients are not permitted to have employment. 
However, as indicated by a comparison of the number of participants in an in-patient and out-patient 
centre with employment, it appears that there were in-patient participants who were employed during 
recovery. Patients could have been granted a leave period for the purpose of recovery. This could have 
negatively skewed the results of the current sample. 
     Satisfaction with life correlated positively with scores from the SOC-29 scale. In a study conducted 
by Wissing and Van Eeden (1997), 550 participants in the Vaal Triangle (South Africa) between the 
ages of 18 and 35 years, reported high scores for the SOC-29 result in a high SWLS score. The current 
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sample’s mean for the SOC-29 was 123.83 and a mean of 19.70 for the SWLS; both results are average 
mean scores. This confirms a correlation between the measures. 
     Lu (1999) explored personal and environmental causes of happiness. The finding revealed that when 
both baselines of subjective wellbeing and personality are statistically controlled, social support is the 
main predictor of overall happiness and satisfaction with life. Although the current study is unable to 
control or predict baselines and personality, social support could have been a major factor in the 
average scores of satisfaction with life.  
     The current sample consisted predominantly of in-patient participants with little to no contact with 
the outside world, resulting in little social support outside the treatment centre. Participants’ level of 
satisfaction with life is now explored.  
 
7.4.2.1     Participants’ Level of Satisfaction with Life 
     Table 23 indicates the level of satisfaction with life of the sample. The Satisfaction with Life Scale 
can be divided into seven sub-scales, namely: extremely dissatisfied, dissatisfied, slightly dissatisfied, 
neutral, slightly satisfied, satisfied and extremely satisfied.  
Table 23 
Participants’ Level of Satisfaction with Life 
       
Level of Satisfaction with 
Life 
Frequency Percentage 
Extremely Dissatisfied 
Dissatisfied 
Slightly Dissatisfied 
Neutral 
Slightly Satisfied 
Satisfied 
Extremely Satisfied 
10 
11 
18 
26 
11 
15 
8 
10 
11 
18 
26 
11 
15 
8 
Total (n=99) 99 100 
      
     Table 23 indicates that the majority (39%) of the sample are dissatisfied with life. Twenty-six 
percent of the sample are neither satisfied nor dissatisfied with life and 34% of the sample were 
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satisfied with life. These findings can be compared to normative data provided by Pavot and Diener 
(1993), who found that most groups fall in the range of 23 and 28, namely: that of slightly satisfied to 
satisfied, 26% of the current sample fall within this category. The mean of the current sample (M = 
19.70) indicates a low average level of satisfaction with life. A score of 20 represents the neutral point 
on the scale, indicating that the participants are equally satisfied and dissatisfied with life.  
     In a South African study, Odendaal (1999) investigated the subjective wellbeing of a sample of 
cardiac patients during a recovery process, and found that the participants were satisfied to slightly 
dissatisfied with life. This was linked to the following components: family, religion, social 
relationships, work satisfaction, marital status, self-esteem, and positive attitude. Although the current 
sample is significantly different from the above study, the findings are relevant.  
     The current sample, of which the majority were in-patients and isolated, due to the nature of the 
treatment centres, were exempt from the various components that are linked to satisfaction with life. In 
fact, the current sample had most, if not all, the components eliminated from their life temporarily 
during the recovery process. The relationship between the measures is now explored.     
 
7.5     The Relationship between the Measures 
     This section addresses the fifth aim of this study: to explore and describe the patterns of coping 
resources, sense of coherence, happiness, and satisfaction with life of adults recovering from a 
substance-use disorder. Included in the correlation are the five domains of the CRI and the two 
subscales of the AMF-2. The relationships between the four measures are examined, using the Pearson 
product-moment correlation coefficient. The results are now explored in Table 24.  
      
  
 
 
 
Table 24 
Correlation Matrix: CRI, SOC-29, AFM-2 and SWLS (n = 99) 
 
Variable 
CRI-
Cog 
CRI-
Soc 
CRI-
Emo 
CRI-
SpP 
CRI-
Phy 
CRI-
Tot 
SOC-
Tot 
AffecA-
Pos 
AffecA-
Neg 
AffecB-
Pos 
AffecB-
Neg 
Affec-
Pos 
Affec-
Neg 
Affec-
Diff 
SWLS-
Tot 
CRI-Cog  .623 .608 .652 .487 .835 .550 .636 -.505 .595 -.243 .661 -.415 .588 .529 
CRI- Soc .623  .731 .475 .405 .830 .504 .524 -.476 .461 -.391 .528 -.476 .557 .367 
CRI-Emo .608 .731  .572 .421 .876 .429 .494 -.412 .433 -.309 .498 -.397 .494 .414 
CRI-SpP .652 .475 .572  .381 .768 .448 .453 -.373 .392 -.088 .454 -.258 .388 .377 
CRI-Phy .487 .405 .421 .381  .641 .402 .517 -.425 .407 -.218 .496 -.356 .468 .426 
CRI-Tot .835 .830 .876 .768 .641  .580 .651 -.544 .572 -.324 .657 -.479 .625 .524 
SOC-Tot .550 .504 .429 .448 .402 .580  .659 -.745 .580 -.536 .665 -.705 .765 .618 
AffecA-
Pos 
.637 .524 .494 .453 .517 .651 .659  -.667 .736 -.456 .932 -.619 .850 .692 
AffecA-
Neg 
-.505 -.476 -.412 -.373 -.425 -.544 -7.45 -.667  -.487 .671 -.620 .920 -.872 -.516 
AffecB-
Pos 
.595 .461 .433 .392 .407 .572 .580 .736 -.487  -.447 .931 -.512 .785 .553 
AffecB-
Neg 
-.243 -.391 -.309 -.088 -.218 -.324 -.536 -.456 .671 -.447  -.485 .907 -.795 -.379 
Affec-Pos .661 .528 .498 .454 .496 .657 .665 .932 -.620 .931 -.485  -.607 .877 .669 
Affec-Neg -.415 -.476 -.397 -.258 -.356 -.479 -.705 -.619 .920 -.512 .907 -.607  -.914 -.493 
Affec-Diff .588 .557 .494 .388 .468 .625 .765 .850 -.872 .785 -.795 .877 -.914  .639 
SWLS-
Tot 
.529 .367 .414 .377 .426 .524 .618 .692 -.516 .553 -.379 .669 -.493 .639  
148 
 
     Table 24 indicates the correlation matrix of the four measures used in this study. Several interesting 
findings become apparent when studying Table 24. Each of these findings is discussed individually. 
Firstly, from the correlational coefficients presented in Table 24, it is clear that, for a critical p value of 
0.05, a significant positive correlation exists between coping resources, sense of coherence, happiness, 
and satisfaction with life.  
     This is evident from the significant relationships between the total scores of the four measures. 
According to the guidelines suggested by Gray (2009), which were noted in Chapter Six of this 
dissertation, the magnitude of the relationship between the four measures may be described as a 
medium, moderate correlation, indicating a substantial relationship among the four measures.  
For the current sample of adults recovering from a substance-use disorder, the relationship between 
coping resources and sense of coherence is large: very high and dependable. This indicates that the 
higher the coping resources, the higher the sense of coherence will be. Although it is not possible to 
establish an explanatory link in terms of this study, it is evident that a significant positive relationship 
exists between the two measures. This finding is consistent with observations made in Chapter Three of 
this study concerning the similarities between the coping resources and the SOC.  
Antonovsky’s (1987) concept of Generalized Resistance Resources (GRR’s) and Hammer and 
Marting’s (1988) concept of coping resources are similar. Antonovsky’s concept of GRR is described 
as each individual’s unique available resources, which are at the individual’s disposal to empower 
him/her to overcome stressors (Antonovsky’s, 1987, 1979).  
This definition is very closely related to the definition of coping resources. Hammer and Marting 
(1988, p. 2) defined coping resources as, “those resources inherent in individuals that enable them to 
handle stressors more effectively, to experience fewer or less intense symptoms upon exposure to a 
stressor, or to recover faster from exposure”. Both definitions make reference to an individual’s internal 
available resources in overcoming a stressful event.  
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Both state that using these resources is a means of successfully overcoming life stressors. In 
developing one’s sense of coherence, being able to have GRRs available is a key component. Coping 
resources must already be available to draw from in times of stressful events, in order to overcome a 
stressful situation successfully. There is clear overlap of the two concepts and the importance placed on 
available resources.   
     McSherry and Holm (1994) conducted a study of a controlled stressful situation, in order to observe 
the psychological and physiological responses of each individual, according to Antonovsky’s stress-
resistant construct sense of coherence. The results indicated that a participant with a low SOC score 
appraised and coped with the stressful situation in ways that were less likely to resolve the situation or 
to eliminate the experienced distress.  
    This outcome confirmed the observation that a higher SOC score will determine a positive reaction 
to a stressful situation, which is more likely to be resolved and dealt with appropriately. Participants 
with a low sense of coherence score were less likely to believe they had the social resources (family 
and friends), material resources (money and equipment), or the psychological resources (problem-
solving skills and attitude) available to cope effectively with a stressful event.  
     Further evidence is found in South African studies by Madhoo (1999), Cairns (2001), Kirsten 
(2003) and Smith (2007). Madhoo (1999) investigated the sense of coherence and coping resources of 
35 South African patients in cardiac rehabilitation. Cairns (2001) investigated the sense of coherence 
and coping resources of 34 South African cancer patients. Kirsten (2003) investigated the 
psychofortology of female nurses at a managed health care centre. Smith (2007) investigated the 
psychofortology of postgraduate learners in the Faculty of Health Sciences at the Nelson Mandela 
Metropolitan University. All four studies found a positive relationship between a sense of coherence 
and coping resources.   
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     In addition to the positive relationship found between these two constructs, there appears to be a 
significant relationship between sense of coherence and cognitive appraisals. The second stage, 
specifically, of the appraisal model by Lazarus and Folkman (1984), serves to evaluate self-efficacy in 
coping with a stressful event. Individuals with a high sense of coherence are more likely to be able to 
mobilise and take advantage of the resources available and to successfully cope with life stressors.       
     Antonovsky (1987) explained that coping resources, which are termed GRRs, interplay in the 
coping process to build a strong sense of coherence in an individual. An individual who is experiencing 
a threatening situation will explore what is expected of them, in order to overcome this stressful 
situation.  
     If an individual has a strong sense of coherence, the situation will be perceived as manageable and 
the available coping resources would then be implemented to overcome the stressful life event 
successfully. This success would, in turn, promote future success, and the individual would have a 
sense of accomplishment.  
     In Table 24, the correlation matrix indicates a strong positive relationship between the sense of 
coherence and the five sub-scales of the Coping Resources Inventory. The relationship can be 
described as a medium- to-large correlation. This is a clear indication of a significant relationship that 
exists between the sense of coherence and the coping resources.  
     The lowest level of significance was on the physical sub-scale. This could be the result of the 
isolation in which the in-patient treatment centres operate. These in-patient treatment centres restrict 
patients, as they are not permitted to leave the centre for any reason. This prevents any physical 
activities, as referred to in the Coping Resources Inventory. An example is: “I exercise vigorously three 
to four times a week”.  
     It is almost impossible to maintain such a strict routine of exercise when one’s body is physically 
adjusting to abstaining from an abused substance. The abuse of a substance over long periods of time 
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could have caused some physical damage, depending on the abused substance of choice. This is a 
possible explanation for the low correlation between a sense of coherence and the physical sub-scale of 
the CRI.  
     The second lowest correlation was between the sense of coherence and the coping resources 
emotional sub-scale. This low correlation could be a result of the recovering patient’s inability to 
express a range of emotions related to substance abuse. During recovery, patients are expected to 
express their feelings and admit that they have a substance abuse problem (Robinson, 1979). The 
majority of the sample indicated being in recovery voluntarily; however, one third of the sample were 
in recovery through court order (involuntarily).  
     The inability to acknowledge that problematic substance-abuse behaviour is present in adults 
recovering from a substance-use disorder is a possible barrier to expressing their feelings and 
expressing a range of emotions that are ever-present in the recovery process. A sense of coherence is a 
long-lasting means of perceiving and judging the environment (Antonovsky, 1979, 1987). If an 
individual is unable to perceive that he has a problem, he may struggle to express the necessary feelings 
that are present in the recovery process, and possibly negatively skew the results of the SOC and CRI 
emotional sub-scale.   
    The third lowest correlation between the sense of coherence and the coping resources inventory is 
the spiritual/philosophical sub-scale. This could be the result of spirituality not being clearly 
acknowledged in the sense of the coherence scale. The coping resources inventory makes a clear 
reference to spirituality, as seen in the sub-scale statements, such as: “I pray or meditate”; “I believe in 
a power greater than myself”; and “I seek to grow spiritually”, whereas the SOC makes very little 
reference to a spiritual awareness.  
     This could be a reason for the low correlation between the sense of coherence and the spiritual/ 
philosophical coping resource sub-scale. However, in the sense of coherence, the general resistance 
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resource known as macro-socio-cultural (discussed in Chapter Three) makes reference to these 
resources being religion, other beliefs and ritual norms. According to Antonovsky (1979), social 
structure is a considerably powerful GRR. The spiritual awareness is indirectly acknowledged, even 
though the components comprehensibility and manageability have no direct questions relating to 
religious factors.  
     Table 24 reveals the relationship between the Coping Resources Inventory and all five sub-scales. A 
medium to large relationship exists between the five sub-scales of the Coping Resources Inventory. All 
sub-scales appear to have a substantial and dependable relationship. The highest correlation indicated 
that a very dependable relationship existed between the Coping Resources Inventory and the emotional 
coping resource sub-scale.  
     This could be the result of the type of treatment being administered. In the recovery process, as 
discussed in Chapter Five, the participants are encouraged to share their feelings through group therapy 
sessions. These are compulsory for both in-patient and out-patient treatment. The CRI makes clear 
reference to the emotional sub-scale, with items such as: “I express my feelings clearly and directly”. 
This could be the result of a high correlation between the CRI and the emotional coping resources sub-
scale.  
     However, the physical and spiritual/philosophical sub-scales have the smallest relationships between 
all five subscales. The low correlation of the physical sub-scale can be the result of the type of 
treatment that is administered to the patients in recovery. The majority of the sample (68%) were in an 
in-patient treatment programme. The in-patient treatment centres, as discussed in Chapter Five, offer a 
strict isolation process to recovering adults.  
     The premise is that these patients do not have the opportunity to exercise regularly, if at all. The 
Coping Resources Inventory also explains the physical coping resource sub-scale as the degree to 
which one interacts with health-promoting behaviours. The current sample consists of adults recovering 
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from a substance-use disorder. This reflects that these participants were unable to distinguish good 
health-promoting behaviours from negative, destructive behaviours. This is reflected in the low 
correlation of the CRI and the physical sub-scale. Although all treatment centres that participated in 
this study conform to some degree to the guidelines of the AA for recovery from a substance-use 
disorder (as discussed in Chapter Five), these guidelines require that each individual acknowledges a 
higher power. This guideline cannot be forced on an individual, even though surrender to a higher 
power promotes recovery (Robinson, 1979).  
     Table 24 indicates that the relationship between the CRI and the AFM-2 is very high and 
dependable. According to Hammer and Marting (1988), having coping resources reduces the exposure 
to a life stressor. Once a successful coping strategy has been implemented, a sense of achievement 
follows, bringing with it a feeling of happiness (Hammer & Marting, 1988).  
     Happiness, according to Steel and Ones (2002), is the perception and interpretation of life events as 
positive attributes. It appears that the current sample of adults recovering from a substance-use disorder 
perceive their recovery process as positive, and seem to acknowledge the importance of coping with 
recovery as an important role in happiness.  
     Table 24 reflects the low, negligible relationships between the coping resources sub-scales and the 
Affectometer-2. A negligible relationship exists between the AFM-2 negative B sub-scale and the CRI 
cognitive sub-scale. The AFM-2 is subdivided into two sub-scales, the positive and the negative 
domain. In the negative sub-scale B, descriptors (items) such as “insignificant”, “discontented” are 
rated on a scale of “never felt that way” to “always feeling that way”.  
     The CRI describes the cognitive sub-scale as assessing the extent to which individuals maintain a 
positive sense of self-worth and a positive outlook towards others and life (Hammer & Marting, 1988). 
This suggests that the current sample of adults recovering from substance use disorders, cognitively 
154 
 
perceive a positive outlook to recovery, and do not perceive themselves to be insignificant and/or 
discontented with life. Recovery is a positive aspect in their lives.  
     Reflected in Table 24 is the low, negligible relationships between the coping resources, 
spiritual/philosophical sub-scale and the Affectometer-2, negative domain. It is the lowest correlation 
recorded for this study. The AFM-2 negative sub-scale B has descriptor items, such as “hopeless”, 
“depressed” and “lonely”, which must be rated by the participants ranging from “never feeling this 
way” to “always feeling this way, in the past week”.  
     Based on the extremely low correlation between the AFM-2 negative B sub-scale and the CRI 
spiritual/philosophical coping resource sub-scale, it can be concluded that the current sample is 
undergoing a process whereby they are expected to surrender to a higher power. This indicates that the 
participants had a good understanding of spirituality. 
     Table 24 also reflects the negligible relationship between the coping resources physical sub-scale 
and the Affectometer-2, negative sub-scale B. It appears that even though recovering adults are unable 
to participate in physical exercise, the importance of health as a coping resource is acknowledged.   
     In Table 24, the relationship between coping resources and satisfaction with life is considered very 
high and dependable. It appears that for the current sample of adults recovering from a substance-use 
disorder, higher levels of coping resources are significantly linked to satisfaction with life. As 
discussed in Chapter Three satisfaction with life is defined as the judgmental process in which an 
individual assesses the quality of his/her life based on his/her own set of criteria (Pavot & Diener, 
1993).  
     Coping resources reduce the destructive effects of stress and enable an individual to overcome a 
stressful event successfully. It appears from Table 24 that the current sample of participants are 
satisfied with life, and by using effective coping resources are able to feel satisfied with life.  
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     Table 24 reflects the moderate to high relationship between CRI sub-scales and the Satisfaction with 
Life Scale. All five domains of the CRI have a moderate to high correlation with the Satisfaction with 
Life Scale. The lowest relationship is between the CRI social sub-scale and satisfaction with life. The 
CRI social sub-scale addresses items, such as: “I enjoy being with people”. According to 
Csikszentmihalyi (1990), positive social relationships, such as employment, create a sense of identity 
and meaning. Having a career and a role in society positively impacts one’s satisfaction with life. As 
the majority of the participants were in an in-patient treatment centre during recovery, and keeping in 
mind that isolation is a key factor in this type of treatment, the participants were unable to work or to 
socialise. This resulted in a low CRI social sub-scale, as social relations during in-patient recovery are 
limited.  
     It is clear from Table 24 that a very high, dependable relationship exists between the SOC and the 
AFM-2. Wissing and Van Eeden (1997) researched the correlation between SOC, psychological 
wellbeing and quality of life; and they found that a positive relationship exists. The results from the 
current sample confirm the notion that a strong sense of coherence will make an individual feel 
happier. Thus, it can be concluded that the higher the SOC of the current sample, the happier they 
perceive their lives to be.  
     Table 24 indicates a very high, dependable relationship between SOC and SWLS. Wissing and Van 
Eeden (1997) reported a moderate to high correlation between the SOC-29 and SWLS, which is 
indicative of a significant positive relationship between sense of coherence and satisfaction with life. 
The results of Wissing and Van Eeden’s (1997) study supports Antonovsky’s (1993) finding of positive 
correlations of sense of coherence with indices of psychological wellbeing such as internal locus of 
control, self-esteem, hardiness, general wellbeing, quality of life, positive health status and problem-
focused coping stamina.  
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     The findings of the current sample of adults recovering from a substance-use disorder confirm the 
findings of both Wissing and Van Eeden (1997) and Antonovsky (1993). It appears that the higher the 
SOC score, the more likely the participants are to be satisfied with life.  
     Table 24 reflects a very high, dependable relationship between the AFM-2 total score and the AFM-
2 sub-scales. The highest recorded correlation for the current sample is found between the AFM-2 total 
score and the AFM-2 negative sub-scale. According to Diener (2000), happiness is the result of 
experiencing positive moods most of the time, despite experiencing unpleasant emotions. It is clear 
from the current sample that one’s happiness is not the result of unpleasant experiences, but that an 
individual can be happy, regardless of their circumstances.  
     Reflected in Table 24 is a very high, dependable relationship between the AFM-2 total difference 
and SWLS. There is a significant relationship between happiness and satisfaction with life. Veenhoven 
(2000) noted that there are many connotations to the term happiness. Happiness is often used as a 
generic term for all worth; and in some ways, it is synonymous with comprehensive ‘quality of life’ or 
‘wellbeing’.  
     Happiness has also been labelled firstly, as a subjective appraisal of one’s life, and secondly, as the 
overall evaluation of one’s life as a whole. It is clear that both happiness and satisfaction with life are 
positively correlated. The findings of this study confirm the positive correlation between happiness and 
satisfaction with life.  
     In summary, more than 56% of the correlations between the four measures show a large, very high, 
dependable relationship. Only 1% of the correlation relationships were small, low or negligible. In 
conclusion, a substantial relationship exists between coping resources, the sense of coherence, 
happiness, and satisfaction with life scale. All four measures comprise the sub-discipline known as 
psychofortology. Cronbach Alpha Coefficients is now explored.   
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7.6     Cronbach Alpha Coefficients 
     The reliability coefficient was calculated using Cronbach’s coefficient alpha. This is a measure of 
the internal consistency of each measure. The Cronbach alpha coefficients for the Coping Resources 
Inventory, Sense of Coherence Scale, Affectometer-2, and Satisfaction with Life Scale are presented in 
Table 25. 
Table 25 
Cronbach Alpha Coefficients 
 
Variable Cronbach’s α 
CRI - Cog 0.79 
CRI - Soc 0.74 
CRI - Emo 0.83 
CRI - SpS 0.78 
CRI - Phy 0.65 
CRI - Total 0.85 
SOC - Total 0.87 
Affec A - Pos 0.81 
Affec A - Neg 0.86 
Affec B - Pos 0.81 
Affec B - Neg 0.84 
Affec - Pos 0.89 
Affec - Neg 0.90 
Affec - Diff 0.82 
SWLS - Total 0.80 
 
     Table 25 indicates a high internal consistency among the four measures. According to Nunally 
(1978), an alpha coefficient of 0.5 can be regarded as acceptable for basic research. It appears that all 
alpha coefficients are above 0.5, which results in all the measures indicating a highly acceptable 
internal consistency. The lowest coefficient is the physical coping resources sub-scale with a 
coefficient of 0.65, which is still above the acceptable level of 0.5.  
     The highest reported coefficient was the Affectometer-2 negative domain, with a coefficient of 0.90, 
which is significantly high. Thus, it may be concluded that the four measures are homogeneous and 
have good internal consistency (Gray, 2009). 
 
158 
 
7.7     Conclusion  
     In this chapter, the results and discussion of the biographical questionnaire and the four measures: 
Coping Resources Inventory, Sense of Coherence Scale, Affectometer-2 and Satisfaction with Life 
Scale were presented. The relationships between the measures were found to be statistically significant. 
The following chapter focuses on the conclusions and limitations of the study and recommendations for 
future research.   
 
 
 
 
 
 
 
 
 
 
 
 
Chapter 8 
Conclusions, Limitations and Recommendations 
8.1      Introduction   
     Having presented and discussed the results of the study, it is necessary to draw certain conclusions 
based on these findings. This chapter provides a summary of the main findings, as well as a discussion 
on the contributions and limitations of the study. Recommendations for future research are also 
included in this chapter. 
 
8.2      Objectives of the Study 
     This study aimed to explore and describe the coping resources, the sense of coherence, happiness 
and satisfaction with life of a sample of adults recovering from a substance-use disorder in the Nelson 
Mandela Metropole area. There were two main aims in this regard: 
1. To explore and describe the coping resources, the sense of coherence, happiness and 
satisfaction with life of adults recovering from a substance-use disorder in the Nelson Mandela 
Metropole area. 
2. To explore and describe the relationship between coping resources, the sense of coherence, 
happiness and satisfaction of adults recovering from a substance-use disorder in the Nelson 
Mandela Metropole area.  
The conclusions drawn from this study are addressed in terms of the above aims. Coping Resources is 
now discussed.  
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8.2.1     Coping Resources    
     The first aim of the study was to explore and describe the coping resources of a sample of adults 
recovering from a substance-use disorder. Results from the CRI indicated that the present sample 
perceived themselves as having lower levels of coping resources. This conclusion was based on the fact 
that the mean for the total coping resources inventory, as well as the means for the cognitive, social, 
emotional, spiritual/philosophical and physical subscales, were clustered around the norm established 
by Hammer and Marting (1988).  
     No substantive difference was found between the means of the different subscales and/or the total 
coping resources. These results indicated a relatively consistent picture of average coping skills across 
all dimensions of the coping resources. There are no established mean scores for adults recovering from 
a substance-use disorder in South Africa at present; therefore, it is difficult to assess whether the 
present mean score can be generalised for the larger population of South Africans recovering from a 
substance-use disorder.  
     The highest mean score obtained by the current sample was for the spiritual/philosophical resources 
subscale. This suggests that for the current sample of adults recovering from a substance-use disorder, a 
religious outlook and spirituality play an important role in the coping process. This finding could be a 
result of the type of treatment that the patients are receiving, as one of the steps towards recovering 
requires the patients to surrender to a higher power.  
     The lowest mean score obtained for this current sample was the social resources subscale. This 
finding could be the result of the large number of participants who are isolated due to the nature of 
inpatient treatment programmes. These patients have restricted contact with outsiders, specifically 
family and friends. The sense of coherence is now discussed. 
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8.2.2     Sense of Coherence 
     The second aim of the study was to explore and describe the sense of coherence of a sample of 
adults recovering from a substance-use disorder. The results from the SOC-29 indicated that the present 
sample perceived themselves as having a high average sense of coherence. As there are no established 
mean scores for the current sample of adults recovering from a substance-use disorder in South Africa, 
it is difficult to assess whether this mean score can be generalized to a larger population of South 
Africans recovering from a substance-use disorder.  
     However, when compared to the means obtained by similar research studies, the literature reveals 
that the mean for the current sample is average. Substance abuse was found to correlate negatively with 
psychological wellbeing. The abuse of a substance would lower one’s SOC, which can be clearly seen 
in the statistical findings of the current sample. This confirms the findings of the literature on SOC and 
substance abuse. Happiness is now discussed.  
 
8.2.3     Happiness 
   The third aim of the study was to explore and describe the happiness of a sample of adults recovering 
from a substance-use disorder. The results from the AFM-2 indicated that the present sample perceived 
themselves as being happy. As there are no established mean scores for the AFM-2 of adults recovering 
from a substance-use disorder in South Africa, it is difficult to assess whether the mean score can be 
generalized to the larger population of South Africans recovering from a substance-use disorder. 
However, when compared with similar research findings, both international and national, the mean of 
the current sample was average. It may thus be concluded that patients recovering from a substance-use 
disorder are happy. Satisfaction with life is now discussed.  
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8.2.4     Satisfaction with Life 
     The fourth aim of the study was to explore and describe the satisfaction with life of a sample of 
adults recovering from a substance-use disorder. The results from the SWLS indicated that the present 
sample perceived themselves to be ‘dissatisfied’ with life. As there are no established norms for the 
SWLS of South Africans recovering from a substance-use disorder, it is difficult to determine whether 
the mean score of the current sample can be applied to the larger population of South Africans 
recovering from a substance- use disorder.  
     However, when compared with means obtained by similar international and national studies, the 
mean was found to be below average. This finding could be the result of research, suggesting that the 
isolation of patients at an in-patient treatment centre is the main contributing factor to the participants 
experiencing dissatisfaction with life. The relationship between the measures is now discussed.  
 
8.2.5     The Relationship between the Measures 
     The fifth aim of the study was to explore and describe the patterns of coping resources, the sense of 
coherence, happiness and satisfaction with life of a sample of adults recovering from a substance-use 
disorder. Significant correlations were found between the CRI, SOC-29, AFM-2, and SWLS. It appears 
that the participants reported average levels of coping, sense of coherence, happiness and satisfaction 
with life. However, it is not possible to establish a causal or explanatory link in terms of this research 
study. These results must be examined in the context of the current sample as they are very similar to 
those produced by other studies, where the interrelationships between the coping resources, the sense of 
coherence, happiness and satisfaction with life were investigated (Cairns, 2001; Kirsten, 2003; Smith, 
2007; Madhoo, 1999). 
     In terms of the relationship between coping resources and the sense of coherence, the current 
sample’s results support the literature findings by Antonovsky (1993) on GRRs and the concept of 
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coping resources. A sense of coherence plays a significant role in the type of cognitive appraisal 
processes established by Lazarus and Folkman (1984). This is particularly true for individuals with a 
high sense of coherence who are more likely to define a stressful situation as manageable during the 
primary appraisal stage. A strong sense of coherence contributes to reduced feelings of stress and an 
increased ability to cope.  
     The individual subscales of the CRI indicated that there is a significant positive correlation between 
the sense of coherence and all five subscales of the CRI. There are several significant positive 
relationships which exist between the five subscales of the CRI. These could not be logically explained 
in terms of the link between some of the scales. Due to the large correlations between all five subscales 
it may be concluded that these subscales are relatively independent of each other.  
     A positive and dependable relationship exists between the CRI and AFM-2. There is no causal or 
explanatory link in terms of this research study. However, the results from the current sample support 
the research findings of other similar studies, where the Coping Resources Inventory and Affectometer-
2 scale were used (Gal, 2003; Smith, 2007). According to Hammer and Marting (1988), having coping 
resources reduces the exposure to life stressors. Once a successful coping strategy has been 
implemented, a sense of achievement follows, bringing with that a feeling of happiness.  
     In terms of the relationship between the CRI subscales and the AFM-2 subscales, an overall positive 
relationship is reflected. This could not be logically explained, however, due to the large correlations 
between the subscales it may be noted that these subscales are relatively independent of each other. 
     In conclusion, the significant positive relationships between the coping resources, the sense of 
coherence, happiness and satisfaction with life support the existing research findings suggesting that 
these constructs can be grouped under the sub-discipline of psychofortology. The value of the research 
is now discussed.   
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8.3    The Value of the Research 
     This study contributes to the body of research known as positive psychology, which investigates the 
possible positive aspects of stressful situations. It also contributes to research on coping and subjective 
wellbeing of adults recovering from a substance-use disorder. This study gives further insight into the 
experiences, understanding and promotion of adults recovering from a substance-use disorder. It is 
hoped that with the knowledge and findings of this study, positive contributions can be made in the 
development of future recovery programmes in the Nelson Mandela Metropole.   
     This study adds value and scientific basis to the present operating recovery programmes in the 
Nelson Mandela Metropole and provides useful insight into the recovery process of adults recovering 
from a substance-use disorder. 
     The results of this study indicate that adults recovering from a substance-use disorder are relatively 
happy, they can cope well, and they experience a positive sense of wellbeing during their recovery. 
Despite the fact that recovery from a substance-use disorder is a major transformation in life 
circumstances, patients were found to have the necessary coping resources and a sense of subjective 
wellbeing to manage the stress brought on through the recovery process.  
     It must be noted that the participants of this study received general feedback regarding the findings 
of this research study. This information may have empowered them to identify areas in their lives that 
are limiting their recovery. They were also reminded of the services available at the university to assist 
them in this regard. In spite of the value of the research, there are various limitations of the study that 
now require some discussion. 
 
8.4   The Limitations of the Research 
     Various limitations of the research can be highlighted. One such limitation was experienced during 
the administration of the questionnaire, as language appeared to be a barrier along with educational 
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level. A basic comprehension of the questionnaire was a problem, particularly among non-English- 
speaking participants. The researcher was available during all testing sessions and assisted the 
participants where necessary. 
     The fact that the sample consisted mainly of white English- and Afrikaans-speaking individuals at 
an in-patient treatment programme, limits the general application of the findings to other cultural 
groups and to other recovery programmes. Due to the voluntary nature of the study, participation 
depended on individuals who were willing to complete the questionnaires, thus the responses may have 
been positively skewed towards the characteristics of individuals who were more willing to complete 
the questionnaires.   
     A longitudinal study is essential in the study of coping, affect and stress, as measuring these 
constructs at one point in time may not reflect the value given to each component. This study is not   
longitudinal in nature; and thus any fluctuations experienced by the participants in their coping 
resources, sense of coherence, satisfaction with life and happiness could not be quantified or measured. 
      A limitation of the study was the number of components to the data collection, which included a 
biographical questionnaire and four measures administered in the form of a questionnaire. The 
feedback from participants was that the questionnaires took too long to complete. A further limitation 
was the lack of biographical information collected. A personal interview with participants would 
remedy this limitation in the future.  
     The results of this study have revealed a relationship between coping resources, the sense of 
coherence, happiness and satisfaction with life. However, no causal explanations could establish this 
finding. A contributing factor to the relationships found between the measures could be the sample 
size. Since the aims of this study were only to explore and describe the scores obtained by the different 
measures, the limitation of the sample size seems justified. Some recommendations for further research 
is now discussed.  
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8.5     Recommendations 
     Firstly, it is recommended that the management of the recovery centres become involved in the 
research receiver feedback on the results of the study. Information should also be provided as to how 
they could incorporate these findings into developing future recovery programmes. This would assist 
recovery centres with ways to improve coping resources, the sense of coherence, satisfaction with life 
and happiness. Recovering patients would benefit from ongoing stress management workshops. The 
goal of such workshops is not merely to focus on eliminating stress, but rather to promote higher levels 
of coping and subjective wellbeing.  
     It is recommended that this study be replicated in the future with larger and more representative 
samples so that the results are applicable to a larger group of recovering substance abusers. A 
longitudinal study could be employed following recovering substance abusers, noting at various 
intervals, the coping resources, the sense of coherence, satisfaction with life and the happiness of the 
participants. There is a specific need in South Africa for such information on the coping and successful 
recovery of a substance abuser.  
     The differing measures used in this study should be translated and standardised for all main 
language groupings represented in South Africa. This would eliminate the language barriers that exist 
between the cultural groupings in the future. The inclusion of different cultural groups would only 
strengthen the existing pool of information, which is psychofortology.  
     To enrich the quantitative data, future research should incorporate qualitative information into the 
data collection. This aspect would create greater depth in the field of psychofortology, which could add 
value to recovery programmes. Future studies should incorporate positive psychotherapy into a 
recovery programme and measure the effects on recovering patients. Although there is no specific PPT 
for substance-use disorders, positive psychology and health psychology offer an alternative view on 
disorders which is certainly worth exploring.  
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8.6     Conclusion 
     This study is an initial attempt to explore and describe the coping resources, the sense of coherence, 
satisfaction with life and the happiness of adults recovering from a substance-use disorder. The low 
level of application of the results is a limitation of this study. However, the average mean scores of all 
four measures, as well as the significant positive correlations between coping resources, the sense of 
coherence, satisfaction with life and happiness provide valuable information regarding adults 
recovering from a substance-use disorders.  
     The results obtained from this study also provide guidance for future research in this area of 
psychofortology and positive psychology. Further research should utilise a larger more diverse sample, 
longitudinal research designs and qualitative data to investigate the coping resources, the sense of 
coherence, satisfaction with life and the happiness of adults recovering from a substance-use disorder.  
      Positive psychology is a concept with infinite possibilities and an increased focus in this field 
would only strengthen this concept for future research. One should not focus on weakness, but nurture 
positive strengths to increase personal growth and overall wellbeing.  
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Appendix A: Covering Letter 
 
Dear Participant        Date: ___________ 
 
Thank you for participating in my research project, which I am undertaking in order to complete 
my Master’s degree in Psychology at the Nelson Mandela Metropolitan University. A literature 
review has indicated the need for research that focuses on stress, coping patterns and individual 
strengths of adults recovering from a substance use disorder.  
The aim of this research project is to, through the use of questionnaires, explore the coping 
resources, sense of coherence, satisfaction with life and subjective happiness of adults recovering 
from a substance use disorder. Permission has already been granted by the recovery centres in 
the Nelson Mandela Metropole for this research to be conducted. I hope to have a sample of a 
minimum of a 100 participants ages 18 years and above, of various backgrounds who have been 
registered within a recovery programme for more than 3 – 4 weeks.  
To participate in this study you will be requested to complete a biographical questionnaire as 
well as four other questionnaires aimed at identifying the way in which you cope with life 
stressors, your general satisfaction with life and your subjective levels of happiness. The 
questionnaires will take approximately an hour to complete and feedback will be provided in the 
form of a summary research report, which will be available at the various centers that have 
partaken in the study. Furthermore, individual counselling will be arranged for individuals who 
request it.  
 
Your participation in this research study is completely voluntary, and you have the right to 
withdraw at any time. Furthermore, the information gathered from the questionnaires will be 
treated as strictly confidential and will only be used for research purposes. If you agree to take 
part in this project, it would be most appreciated if you could complete the enclosed consent 
form and return it to me in the enclosed folder with the four questionnaires and biographical 
provided.  
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Your co-operation is greatly appreciated. Should you require any further information please 
contact me on (041) 504 2776.  
Yours faithfully 
 
 
__________________ 
Ms T.C Bubb 
Research Psychologist in Training 
 
 
_________________     ____________________ 
Prof. J.G. Howcroft     Ms. O. Brown 
Supervising Clinical Psychologist   Co-Supervisor Clinical Psychologist 
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Appendix B: Consent Form 
NELSON MANDELA METROPOLITAN UNIVERSITY 
 
INFORMATION AND INFORMED CONSENT FORM 
(Please delete any information not applicable to your project and complete/expand as deemed 
appropriate) 
Title of the research project 
 
Psychofortology of Adults Recovering from a Substance Use Disorder. 
Principal	investigator	
 
Ms T.C Bubb 
Contact telephone number 
(private numbers not advisable) 
 
 (041) 504 2776 
 
 
A.  DECLARATION BY OR ON BEHALF OF PARTICIPANT 
 (Person legally competent to give consent on behalf of the participant) 
	
Initial	
 
I,  the  participant  and  the 
undersigned  
I.D. number  
 
Address (of participant) 
 
 
 
 
 
(full names)   
 
 
 
 
 
 
 
A.1  I HEREBY CONFIRM AS FOLLOWS: 
 
 
1.  I,  the participant, was  invited  to participate  in  the above‐mentioned  research project  that  is 
being 
  undertaken by 
 
   
                        of the Department of  
 
In the Faculty of Health Sciences of the Nelson Mandela Metropolitan University. 
 
Ms T.C. Bubb 
Psychology 
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1.2  Procedures:  I understand that I will be required to complete a biographical questionnaire, as 
                 well  as a Coping Resources Inventory, Sense of Coherence Scale, Affectometer ‐2 and  the 
                 Satisfaction with Life Scale 
                   
 
 
 
1.3  Confidentiality:   My  identity will  not  be  revealed  in  any  discussion,  description  or  scientific 
  publications by the investigators. 
 
 
 
1.4  Voluntary participation/refusal/discontinuation:   
 
  My participation is voluntary 
 
  My  decision  whether  or  not  to  participate  will  in  no  way  affect  my  present  or  future 
  care/employment/lifestyle 
 
  YES    NO 
  TRUE    FALSE 
 
 
2.  The information above was explained to me/the participant by 
 
 
 
  in  
 
I was given the opportunity to ask questions and all these questions were answered satisfactorily. 
 
 
Ms.T.C.Bubb 
Afrikaans  English  Xhosa  Other  
  YES    NO 
 
 
3.  No pressure was exerted on me to consent to participation and I understand that I may 
                withdraw at any stage without penalization. 
 
 
 
4.  Participation in this study will not result in any additional cost to myself. 
 
 
A.2 I HEREBY VOLUNTARILY CONSENT TO PARTICIPATE IN THE ABOVE-MENTIONED 
 PROJECT  
 
  Signed/confirmed at  
   
 
 
 
 
 
 
Signature or right thumb print of participant 
 
 
 
Signature of witness 
 
 
 
Full name of witness 
 
  on    20 
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Appendix C: Biographical Questionnaire      
 
Instructions:   
 
1.  This form is private and confidential.   
 2.    Please answer all the questions in section A and B  
3.  Where applicable mark an X in the block provided.   
 
Section A 
1. Age: ____________ (in completed years)  
 
2. Gender 
Male Female 
 
3. Marital Status:  
Single Married Divorced Widowed Remarried Co-habiting 
 
4. Employment Status:  
Employed Unemployed 
 
5. Racial Group:  
Black White Coloured Indian Other:___________
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Section B 
1. Is this your first time in a recovery center? 
 
 
2. If you answered No to the above question please specify the number of times you have 
participated in a recovery programme? 
2 3 4 5 6 or more 
 
3. Is your participation in the recovery center voluntary? 
Yes No 
 
If you answered NO to the above question please specify, who recommended treatment? 
Family Friends Medical Court Other_______________
 
4. How long have you been in the current outpatient recovery programme? 
_____ Mouths _____Years  
 
 
 
 
 
 
 
 
Yes No 
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5. Please indicate with X, the duration of use of the following substances? 
  
 
Type of drug 
 
 
Daily
 
 
2-6 times 
a week 
 
Once a 
week or 
less 
Not 
used 
in 
past 
month 
 
 
Never 
5.1 Depressants e.g.: Alcohol      
5.2 Stimulates e.g.: Cocaine, Caffeine      
5.3 Opiates e.g.: Heroin, Morphine      
5.4 Hallucinogens e.g.: Marijuana, 
LSD, Dagga, Tik 
     
5.5 Other Drugs of Abuse e.g.: Glue, 
Prescription drugs, Petrol 
     
 
 
 
